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Abstract 

Efficiency,  staff  satisfaction  and,  possibly,  patient  satisfaction  increased  following 
implementation  ‘primary  care  optimization’  (PCO).  Support  staffing  increased  62%,  but 
was  still  below  Air  Force  goals.  Only  33%  of  ‘optimized’  providers  had  a  full 
complement  of  support  staff.  Enrollment  increased  32%  while  daily  productivity 
increased  21  to  35%  depending  on  the  calculation  method  utilized.  Two  areas  of  staff 
satisfaction;  workload,  and  compensation,  decreased  following  PCO.  Five  areas  of  staff 
satisfaction:  treatment  team,  patient  relationships,  facility  support,  efficiency,  and  quality, 
increased  following  PCO.  The  number  of  hours  worked  per  week,  nursing  support,  and 
the  staff  position  were  key  variables  affecting  staff  satisfaction.  Other  important 
variables  included  age,  gender,  and  type  of  employee.  Administrative  activities  were 
related  to  lower  satisfaction.  Efficiency  gains  have  been  impressive,  but  18%  more 
efficiency  will  be  needed  to  meet  the  Surgeon  General’s  goal  of  an  average  enrollment  of 
1500  patients  per  provider.  As  primary  care  optimization  matures  and  the  leadership 
continues  to  press  for  more  productivity,  PCO  staff  satisfaction  may  decline  because  of 
longer  hours  and  a  more  hectic  work  pace.  Staff  satisfaction  and  patient  satisfaction 
should  be  monitored  closely  to  ensure  that  further  increasing  productivity  does  not  have 
an  adverse  effect  on  these  important  factors. 
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Introduction 

Conditions  Which  Prompted  the  Study 
The  Department  of  Defense  is  under  increasing  pressure  to  reduce  cost  and 
provide  more  value  in  its  health  care  delivery.  In  1991,  TRICARE  was  established  to 
reduce  the  cost  of  medical  care  that  could  not  be  delivered  in  military  health  care 
facilities  by  contracting  with  local  providers  at  a  discounted  rate.  Part  of  the  contract 
required  that  military  treatment  facilities  (MTFs)  continue  to  operate  at  a  baseline  rate  of 
efficiency.  Since  the  implementation  of  TRICARE,  productivity  in  MTFs  decreased 
while  the  contract  network  workload  increased.  (This  resulted  in  a  significant 
unexpected  cost  to  the  military  medical  system,  some  of  this  cost  was  paid  from  non¬ 
medical  military  funds  which  otherwise  would  have  been  used  for  weapon  system 
procurement.) 

In  order  to  reduce  these  expenses,  the  Air  Force,  in  1999,  launched  a  major 
campaign  to  recapture  workload  from  the  contractor.  This  program  entitled  “Primary 
Care  Optimization”  was  later  extended  to  the  entire  military  health  system  (MHS) 
(Assistant  Secretary  of  Defense,  Health  Affairs,  2000).  The  goal  of  the  program  was  to 
transform  the  patient  care  process  from  one  that  delivered  provider  centered,  episodic 
care  to  one  of  patient  centered,  team-based,  preventive  care  or  population  health  and  to 
increase  efficiency  in  primary  care.  The  program  required  MTF  commanders  to  provide 
more  assets  in  primary  care  in  order  to  optimize  the  efficiency  of  the  providers  and  enroll 
more  beneficiaries  into  the  MTF  instead  of  the  network.  The  Air  Force  established  five 
key  metrics  to  monitor  the  number  of  exam  rooms  and  support  staff  for  each  provider  and 
to  track  enrollment  and  efficiency  (Air  Force  Medical  Service,  2000).  The  Air  Force 
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Medical  Operations  Agency  (AFMOA)  also  established  a  program  that  trained  two 
primary  care  teams  from  each  base  to  maximize  efficiencies  in  primary  care.  MTF 
commanders  were  directed  to  establish  two  optimized  teams  no  later  that  30  May  00  and 
two  more  no  later  than  3 1  Oct  00. 

Statement  of  the  Problem  or  Question 

Primary  care  optimization  was  initiated  as  an  effort  to  reduce  the  total  cost  of 
health  care  and  to  transition  to  population  health.  As  a  new  program,  the  results  of  the 
effort  have  not  been  studied.  The  Air  Force  does  not  know  if  the  optimized  teams  are 
truly  more  efficient,  and,  if  they  are,  at  what  cost?  What  impact  has  the  program  had  on 
other  aspects  of  health  care?  Patient  and  staff  satisfaction  may  have  been  affected  by  the 
effort  to  improve  efficiency.  Has  staff  satisfaction  changed  with  the  advent  of  primary 
care  optimization?  Are  the  patients  who  receive  care  more  or  less  satisfied  with  their 
care  following  PCO? 

Literature  Review 

Ambulatory  Care  Clinic  Efficiency 

Efficiency  is  a  relatively  new  concept  in  health  care.  Physicians  have 
traditionally  concerned  themselves  with  providing  the  best  medical  care  for  their  patients 
regardless  of  the  cost.  As  medical  costs  have  escalated,  third-party  payers  have  used 
various  strategies  to  decrease  the  cost.  Most  strategies  have  resulted  in  discounted 
reimbursement  for  medical  care.  Health  care  organizations  have  focused  on  increasing 
efficiencies  in  order  to  remain  solvent  with  decreasing  reimbursements  (Abbey,  1997). 
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Many  studies  have  shown  that  different  factors  have  an  impact  on  ambulatory 
care  efficiency.  Miller,  Struckhoff,  and  Drake  (1985),  in  their  financial  analysis  of  an 
internal  medicine  unit,  stated. 

Financial  productivity  of  a  unit’s  clinical  activities  depends  on  a  complex  set  of 
factors.  Such  factors  include  mix  of  health  care  providers,  total  hours  worked  and 
number  of  patients  seen  per  week  by  each  provider  type,  faculty  physician  time 
spent  supervising  trainees  and  non-physician  providers,  time  and  charge  by  visit 
category,  amount  and  type  of  support  staff,  practice  location,  provider  and  room 
scheduling,  overhead  allocation  system,  distribution  of  ancillary  profit,  payer  mix, 
time  taken  from  clinical  practice  by  the  education  program,  and  credit  for  indirect 
financial  contributions  to  other  parts  of  the  medical  center  (p.  2093). 

Measuring  efficiency.  In  order  to  study  and  compare  efficiency,  it  must  be 
measured.  Productivity  is  harder  to  measure  in  health  care  than  it  is  in  a  classical 
manufacturing  industry.  An  industrial  worker’s  productivity  can  be  measured  by 
counting  units  of  output  per  unit  of  time  (widgets/hour).  In  health  care,  many  different 
types  of  products  are  produeed,  and  all  health  care  interventions  do  not  result  in 
improving  the  overall  hklth  of  the  patient  (Zaslove,  1998).  The  most  common  measures 
of  outpatient  provider  productivity  are  patient  visits  per  unit  time  (visits/month)  and 
revenue  generation  per  unit  time  (revenue/month).  Visits  per  month  data  are  easiest  to 
collect  and  evaluate,  but  doing  so  ignores  variations  in  the  content  of  the  visits  and  the 
health  of  the  patient.  Physicians  who  perform  procedures  or  who  care  for  sicker  patients 
may  appear  to  be  less  productive  than  others.  Revenue  per  month  accounts  for  these 
differences.  Reimbursement  for  health  care  services  is  related  to  the  value  of  the 
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services.  When  using  this  system,  one  reimbursement  rate  should  be  used  to  avoid 
contamination  of  the  data  by  charity  and  discounted  services.  The  problem  with  this 
metric  is  that  it  is  more  expensive  and  manpower  intensive  to  collect  (Hurdle  and  Pope, 
1989).  Glass,  Pieper,  and  Berlin  (1999)  recommend  that  provider  efficiency  be  measured 
by  relative  value  units  (RVUs)  that  weigh  patient  visits  based  on  the  relative  value  of  the 
visit.  They  also  recommend  that  patient  satisfaction,  quality  of  care,  collegiality, 
teamwork,  and  academic  teaching  and  research  also  be  factored  into  the  total  equation. 

Efficiency  drivers.  Physician  support  has  an  obvious  impact  on  provider 
productivity  because  physicians  may  delegate  tasks  to  nurses,  aides  or  physician 
extenders.  Reinhardt  (1975)  calculated  that  increasing  the  number  of  medical  support 
personnel  from  2  to  4  per  physician  would  increase  productivity  from  25  to  55%. 

Wheeler,  Wickizer,  and  Shortell  (1986)  determined  that  the  number  of  clinical  support 
staff  and  the  number  of  administrative  support  staff  both  had  an  independent  positive 
correlation  with  physician  productivity.  Conversely,  Roberts  (1977)  was  not  able  to 
demonstrate  increased  productivity  by  adding  nursing  staff. 

Physician  extenders,  although  a  relatively  new  phenomenon  in  medical  care,  have 
significantly  increased  physician  productivity  (Wheeler,  Mickizer,  and  Shortell,  1986). 
Record  (1979)  concluded  that  physician  extenders  could  perform  75  to  90%  of  primary 
care  services.  Holmes,  Livingston,  Bassett,  and  Mills  (1977)  demonstrated  that 
physicians  working  with  nurse  practitioners  were  31%  more  productive  than  physicians 
working  with  a  clinical  nurse.  Zeckhauser  and  Eliastam  (1977)  concluded  that  a 
physician  assistant  could  replace  half  of  a  physician.  LeRoy  and  Solkowitz  (1980) 
reported  productivity  increases  of  20%  to  90%  when  nurse  practitioners  were  added  to 
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physician  practices.  Golladay,  Smith  and  Miller  (1972)  calculated  that  a  physician 
assistant  increased  a  physician’s  productivity  by  49%  to  74%. 

The  type  of  practice  has  shown  in  several  studies  to  have  an  impact  on  provider 
productivity.  Kimbell  and  Lorant  (1977)  found  that  physicians  in  small  groups  were 
more  productive  than  solos,  and  that  large  groups  were  less  productive.  Luft  (1981) 
noted  similar  findings,  and  saw  the  small  group  of  two  to  five  physicians  as  the  most 
productive  practice  arrangement.  Brown  and  Lapan  (1981)  found  that  physicians 
practicing  in  groups  were  18.3%  more  productive  than  solo  providers.  Hurdle  and  Pope 
(1989)  noted  a  13%  increase  in  productivity  in  physicians  who  practiced  in  groups  of  two 
to  four  as  compared  to  solo  providers.  Wheeler,  Wickizer,  and  Shortell  (1986)  studied 
hospital-sponsored  primary  care  group  practices  and  noted  that  a  multispecialty  group 
organization  was  negatively  related  to  productivity.  Active  physician  training  programs 
may  also  increase  productivity.  Kahn,  Wirth,  and  Perkoff  (1978)  found  that  residents 
increased  staff  physician  productivity  in  both  pediatric  and  internal  medicine  clinics. 
Lindemuth,  Stone,  and  Donaldson  (1978)  determined  that  third  year  medical  students 
also  increase  staff  productivity  in  outpatient  internal  medicine  clinics. 

Other  practice  characteristics  also  have  an  impact  on  productivity.  Physicians 
who  are  reimbursed  on  a  fee-for-service  method  have  an  incentive  to  work  longer  hours 
and  see  more  patients.  Salaried  physicians’  productivity  is  83%  of  the  productivity  of 
fee-for-service  providers  (Kongstvedt,  1997).  Location  is  also  important;  physicians  who 
work  in  areas  where  there  is  a  high  saturation  of  primary  care  providers  or  a  low  demand 
for  medical  care  have  lower  productivity  than  other  physicians  (Hurdle  and  Pope,  1989). 
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Some  patient  characteristics  have  an  impact  on  productivity.  Ekwo,  Dusdieker, 
Bean,  and  Daniels  (1980)  demonstrated  that  the  length  of  an  office  visit  (and  thus  the 
number  of  patients  that  could  be  cared  for  in  a  given  amount  of  time)  was  directly  related 
to  the  age  of  the  patient  and  the  type  of  illness.  Hurdle  and  Pope  (1989)  stated  that 
physicians  working  with  a  poorer  population  would  be  less  productive  due  to  the  patients 
waiting  as  long  as  possible  before  seeking  care  and  presenting  with  higher  morbidity. 

Some  provider  characteristics  are  also  important  factors  in  productivity. 
Experienced  physicians  between  ages  45  and  53  were  found  to  be  the  most  productive. 
Female  physicians  saw  fewer  patients,  but  appeared  to  generate  the  same  revenue  as  their 
male  counterparts  (Hurdle  and  Pope,  1989).  Wheeler,  et  al.  (1986)  also  noted  that 
productivity  increased  when  physician  pay  was  tied  to  it,  and  that  high  physician  turnover 
had  a  negative  relationship  with  their  productivity. 

The  great  volume  of  literature  on  improving  primary  care  efficiencies  testifies  to 
the  current  interest  in  this  area.  The  Institute  for  Healthcare  Improvement,  a  non-profit 
organization  supported  by  many  healthcare  organizations,  was  formed  to  study  how  to 
gain  efficiencies  in  ambulatory  care.  This  organization  holds  annual  conferences  and 
seminars  to  help  healthcare  organizations  maximize  their  efficiencies  (Terry,  2000). 

Many  articles  are  anecdotal  reports  from  experienced  physicians  or  administrators  who 
have  successful  practices  and  share  tips  with  other  providers.  The  Institute  for  Healthcare 
Reform  is  attempting  to  study  different  methods  of  operation  and  to  recommend  best 
practices.  The  Medical  Group  Management  Association  (MGMA)  also  collects  data  on 
best  practices  and  publishes  them  in  annual  reports  (MGMA,  1999). 
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Tufano,  Conrad,  and  Liang  (1999)  listed  four  “conceptual  drivers”  of  physician 
productivity:  complementary  inputs  (support  staff,  supplies,  office  layout,  etc.), 
individual  physician  attitudes,  financial  incentives,  and  the  medical  group  structure  and 
culture.  All  of  these  drivers  can  be  modified  to  increase  productivity,  but  some  are  more 
difficult  to  change  than  others.  Most  of  the  published  material  on  improving  efficiencies 
in  primary  care  focus  on  the  first  of  Tufano’s  drivers,  complementary  inputs.  Scheingold 
(1990),  Lowes  (1997),  Bartlett  (1999),  and  Chesanow  (2000)  stressed  delegation  of  non¬ 
physician  duties  to  support  staff  to  increase  productivity.  Tinsley  (1999)  discussed  the 
importance  of  using  a  “superbill”  to  assist  physicians  in  coding  their  patients.  Scheingold 
(1990)  and  Chesanow  (2000)  also  discussed  redesigning  office  procedures  for  better 
efficiency. 

Techniques  for  improving  efficiency.  The  appointment  system  is  a  key  factor  in 
practice  efficiency.  General  opinion  as  to  the  best  type  of  appointment  system  has 
changed  over  time.  The  oldest  system  was  not  an  appointment  system  at  all.  Patients 
presented  to  the  physicians  office  and  were  cared  for  on  a  first  come,  first  served  basis. 
Wave  scheduling  was  the  first  system  in  which  appointments  were  given.  Groups  of 
patients  were  given  an  appointment  for  the  morning  or  the  afternoon  and  presented  in 
blocks.  They  were  again  cared  for  in  the  order  of  their  arrival.  This  system  was  efficient 
for  the  providers  because  they  were  able  to  take  care  of  their  patients  at  one  time,  but  it 
was  extremely  inefficient  for  the  patients  who  had  to  wait  up  to  3  hours  to  see  the  doctor. 
Stream  scheduling  was  the  next  system  to  gain  favor.  In  this  system,  each  patient  was 
given  a  specific  appointment  and  the  provider  tried  to  keep  to  his  schedule  and  care  for 
the  patient  at  the  specific  appointment  time.  This  was  better  for  the  patient  because  he 
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did  not  need  to  wait  as  long  for  a  provider,  but  was  less  efficient  for  the  providers. 
Patients  were  not  always  available  when  the  provider  was  ready  to  see  the  next  patient 
and  the  provider  frequently  had  many  small  breaks  between  patients  that  were  not  long 
enough  to  start  another  task.  Modified  wave  scheduling  became  more  popular  in  the  mid 
to  late  1980’s.  In  this  type  of  scheduling  the  patients  scheduled  during  an  hour  were 
pushed  toward  the  beginning  of  the  hour  to  ensure  that  they  were  available  to  see  the 
physician  and  to  lump  any  provider  non-patient-care  time  at  the  end  of  the  hour.  This 
allowed  the  provider  to  accomplish  other  tasks  at  the  end  of  the  hour  (Donohugh,  1986). 

The  most  recent  change  in  scheduling  practice  is  “advanced  access”  or  “open 
access”.  In  this  system;  championed  by  Dr  Murray  (2000),  the  provider  schedules  are 
opened  to  provide  same-day  appointments  for  the  patients.  This  system  can  be  used  with 
either  stream  or  modified  wave  scheduling.  The  idea  is  to  offer  everyone  who  calls  for 
an  appointment  a  same-day  appointment.  In  order  to  do  this,  the  providers  have  to  work 
extra  hours  for  6  to  8  weeks  to  take  care  of  the  backlog  of  patients  waiting  for 
appointments.  Once  the  long  waiting  list  is  gone  staff  resources  that  were  utilized  on 
triage,  telephone  calls  and  managing  the  long  backlog  of  patients  can  be  used  for  patient 
care.  Under  open  access,  56-70%  of  the  appointments  at  the  start  of  the  day  are  open, 
unlike  the  traditional  model  where  90-100%  of  the  appointments  are  booked  and  acute 
patients  are  double  booked  or  fit  in  as  possible.  Open  access,  although  it  requires  more 
provider  time  when  it  is  first  set  up,  saves  provider’s  time  by  decreasing  their  time  on  the 
telephone  and  triage.  It  increases  their  productivity  by  decreasing  the  patient  no-show 
rate  and  improves  the  quality  of  care  by  allowing  patients  to  schedule  with  their  own 
providers.  This  system  also  simplifies  the  appointment  system.  There  is  no  longer  a 
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need  for  many  different  types  of  appointments.  The  schedule  is  flexible  and  easily 
modified  as  demand  dictates.  It  decreases  demand  by  encouraging  physicians  to  spend 
more  time  with  their  patients  and  group  their  needs/requests  into  one  appointment  instead 
of  having  them  return  for  a  visit  at  another  time. 

In  order  to  operate  most  efficiently,  medical  practices  must  have  a  good  system  to 
eliminate  unkept  appointments.  Most  unkept  appointments  are  caused  by  patients 
scheduling  well  in  advance  of  the  visit  and  forgetting  their  appointments.  Black  (1979) 
found  that  starting  a  nursing  relationship  with  new  patients  reduced  the  no  show  rate  for 
first-time  patients  75%.  Koren,  Bartel  and  Corliss  (1994)  found  that  patient  reminder 
systems  were  very  effective  in  reducing  the  no-show  rate  in  a  medical  ambulatory  care 
center.  A  telephone  call  24  hours  in  advance  of  the  appointment  resulted  in  a  31% 
reduction  in  the  no-shows.  A  letter  was  almost  as  effective  with  a  reduction  of  the  no- 
shows  by  27%.  Olian  (1987)  recommended  that  all  patients  who  leave  the  office  with  a 
follow-up  appointment  should  be  given  a  card  with  the  information  written  on  the  card. 
He  also  recommended  that  any  patient  with  an  appointment  30  minutes  or  longer  should 
be  given  a  personal  telephone  call  1-2  days  in  advance  to  remind  the  patient  of  the 
appointment.  Tinsley  (1999)  recommended  that  all  patients  should  be  reminded  about 
scheduled  appointments. 

Demand  management  is  an  old  term  that  is  associated  with  HMOs  keeping 
patients  away  from  the  care  that  they  need.  Today,  the  more  appropriate  term  to  use  is 
demand  shaping.  Demand  shaping  attempts  to  match  the  patient  with  the  appropriate 
level  of  care  at  the  appropriate  time.  Reducing  demand  for  appointments  is  important  in 
a  managed  care  environment.  Efficiencies  are  gained  by  allowing  providers  to  empanel 
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more  patients.  Grandinetti  (1996)  and  Lowes  (1997)  advocate  nurse  advice  lines  and 
nurse  triage  to  shape  patient  demands.  The  nurses  use  a  standard  protocol  when  talking 
to  the  patients  and  reduce  office  visits  by  30%.  They  also  schedule  appointments  and 
provide  education  to  patients.  Telephone  calls  can  utilize  a  large  amount  of  provider 
time.  Wheeler  and  Siebelt  (1997)  demonstrated  that  phone  calls  require  an  average  of  6 
minutes  of  provider  time  and  that  60%  of  the  patients  ended  up  visiting  a  provider. 
Greenfield  (1989)  recommended  that  nurses  should  handle  the  majority  of  the  issues,  and 
that  physicians  schedule  30  minutes  at  the  end  of  the  day  to  return  calls. 

Information  systems  offer  great  opportunity  to  improve  efficiencies  in  primary 
care.  Zaslove  (1997)  stated  that  a  computerized  record  system  increases  provider 
productivity  13%.  Jefferson  Family  Physicians  was  highlighted  by  MGMA  (1999)  for  a 
telephone  system  that  allows  providers  to  dictate  laboratory  results  on  a  phone  message 
and  patients  to  obtain  their  results  by  retrieving  their  personal  messages.  E-mail  is 
frequently  used  to  communicate  with  patients  instead  of  telephone  calls.  It  is  adequate 
for  most  non-urgent  concerns  and  is  more  efficient  for  the  provider  and  the  patient. 

Metrics  can  be  utilized  to  track  provider  productivity  and  increase  efficiency. 
Greenfield  (1989)  recommended  three  measures:  productivity,  appointment  fill  ratio,  and 
wait  time  for  appointments.  He  stated  that  appropriate  managerial  controls  and  actions 
such  as  adding  or  decreasing  staff,  increasing  appointments  in  provider  templates,  and 
changing  the  appointment  mix  could  be  made  with  the  three  metrics.  Productivity 
metrics  are  most  effective  at  increasing  efficiencies  if  they  are  tied  to  financial  incentives. 
To  ensure  the  best  medical  care,  quality  of  care  and  patient  satisfaction  should  also  be 
tied  to  the  provider  incentives. 
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It  is  more  important  to  optimize  patient  care  than  to  merely  increase  patient  care 
output  as  much  as  possible.  When  physicians  are  too  focused  on  a  metric  such  as  the 
number  of  patients  that  they  see  each  day,  they  may  only  handle  one  issue  during  a 
patient  encounter,  putting  off  to  another  time  additional  medical  care  that  could  have 
been  accomplished  during  that  visit.  This  results  in  more  visits  per  physician  per  day,  but 
less  efficient  provision  of  medical  care  for  the  patient  and  the  provider  (Terry,  2000). 
Camasso  and  Camasso  (1994)  studied  the  impact  of  increasing  throughput  of  patients  in 
primary  care  on  the  provision  of  preventive  medicine.  They  found  that  providers  who 
cared  for  more  than  3.8  patients  per  hour  used  ancillary  staff  and  consultants  more  than 
those  who  were  less  productive.  Their  patients  tended  to  visit  their  physician  more  often 
than  patients  of  those  providers  who  care  for  less  than  3.8  patients  per  hour.  They  also 
noted  that  primary  care  providers  who  cared  for  more  than  3  patients  per  hour 
documented  less  medical  history,  provided  less  preventive  medicine  care  for  females,  and 
provided  less  education  on  smoking  cessation  and  the  dangers  of  alcohol  abuse  than 
providers  who  saw  3  or  less  patients  per  hour. 

Productivity  benchmarks.  Several  studies  were  accomplished  on  the  average 
productivity  of  primary  care  providers.  The  American  Medical  Association  (1994) 
reported  the  productivity  of  fee-for-service  primary  care  providers  from  a  self-reported 
survey.  Family  practice  reported  an  average  of  109.5,  pediatrics  99.6,  and  internal 
medicine  62  outpatient  visits  per  week.  Guglielmo  (1996),  and  Preston  (1999)  surveyed 
physicians  for  medical  economics.  Their  self-reported  data  showed  that  primary  care 
providers  were  caring  for  more  patients  in  1999  than  in  1996.  Guglielmo  (1996)  reported 
that  general  practitioners  cared  for  an  average  of  90,  family  practitioners  114, 
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pediatricians  120,  and  internists  80  outpatients  per  week.  Three  years  later,  using  the 
identical  survey,  Preston  (1999)  reported  that  general  practitioners  cared  for  an  average 
of  93,  family  practitioners  120,  internists  90,  and  pediatricians  121  outpatients  per  week. 
Productivity  is  also  frequently  measured  in  the  units  of  patients  per  hour.  Family  practice 
average  productivity  was  reported  as  2.7  to  3.6  patients  per  hour  (Hurdle  and  Pope,  1989; 
Camasso  and  Camasso,  1994).  Greenfield  (1989)  stated  that  the  objective  should  be  to 
maintain  productivity  at  3.5  patients  per  hour.  Kahn,  et  al.  (1978)  reported  average 
productivity  as  2.9  patients  per  hour  for  pediatrics  and  2.6  patients  per  hour  for  internal 
medicine. 

Patient  Satisfaction 

Patient  satisfaction  is  defined  as  “a  health  care  recipient’s  reaction  to. salient 
aspects  of  his  or  her  service  experience”  (Cleary  and  Me  Neil,  1988,  p.  26).  Utilizing  the 
Donabedian  model  (Donabedian,  1980),  it  could  be  classified  as  an  emotional  reaction  to 
the  structure,  process,  or  clinical  outcome  of  the  medical  care  system.  Many  writers  have 
documented  the  importance  of  measuring  patient  satisfaction  (Aharony  and  Strasser, 
1993;  Marquis,  Davies,  and  Ware,  1983;  Strasser,  Aharony,  and  Greenberger,  1993). 
High  patient  satisfaction  results  in  better  patient  compliance  with  medical  care  regimes, 
faster  patient  recovery,  and  stronger  doctor-patient  relationships  (Marquis,  Davies,  and 
Ware,  1983;  Ware  and  Snyder,  1975;  Hulka,  Cassel,  Kupper  and  Burdette,  1976).  Well- 
managed  healthcare  organizations  continuously  ensure  that  the  needs  of  their  patients  are 
being  met  by  monitoring  patient  satisfaction. 

While  it  is  clear  that  it  is  important  to  measure  patient  satisfaction,  it  is  difficult  to 
develop  a  reliable  measurement  tool  and  to  have  universal  utilization  of  the  tool  for 
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Standardization  and  comparison  across  organizations.  Different  tools  can  have  large 
differences  in  patient  satisfaction  ratings.  Ware,  Snyder  and  Wright  (1977)  demonstrated 
a  response  variability  of  1  %  to  77%  for  five  different  measurement  tools.  Ware  and 
Hayes  (1988)  also  showed  consistently  lower  scores  when  satisfaction  was  measured 
using  a  5-point  evaluation  rating  scale,  (poor,  fair,  good,  very  good,  excellent)  compared 
to  a  6-point  satisfaction  rating  scale  ranging  from  “extremely  satisfied”  to  “very 
dissatisfied."  Most  authorities  currently  support  a  survey  that  measures  multiple  facets  of 
satisfaction  following  a  specific  episode  of  medical  care  (Pascoe,  1983;  Ware  and  Hayes, 
1988).  Quality  of  medical  care,  time  with  physician,  technical  competence,  interpersonal 
care,  access,  convenience,  cost,  office  waiting  time,  facilities,  and  doctor-patient 
communications  have  all  been  evaluated  as  facets  of  satisfaction  (Ware  and  Snyder, 

1975;  Kane,  Maciejewski,  and  Finch,  1997).  Of  these  facets,  technical  competence  and 
interpersonal  care  have  consistently  shown  to  be  the  most  highly  indicative  of  overall 
satisfaction  (Ware  and  Snyder,  1975). 

What  causes  a  patient  to  be  satisfied  or  dissatisfied  following  a  health  care 
encounter?  This  question  has  been  the  topic  of  volumes  of  research.  Table  1  delineates 
the  determinants  of  patient  satisfaction  outlined  according  to  the  Donabedian  Model. 

High  patient  satisfaction  is  associated  with  allowing  the  patients  to  choose  their  provider 
and  empanelling  them  to  one  provider  (Schmittdiel,  Selby,  Grumbach,  and  Quesenberry, 
1997).  Autonomous  providers,  same  day  appointments  and  smaller  practices  are  also 
associated  with  greater  satisfaction  (Steven  and  Douglas,  1988;  Sixma,  Spreeuwenberg, 
and  van  der  Pasch,  1998;  Greenley  and  Schoenherr,  1981).  Patient  characteristics  are 
strongly  associated  with  overall  satisfaction.  Older,  healthier,  female  patients  with  lower 
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expectations  are  likely  to  be  more  satisfied  (Pascoe,  1983;  Mangelsdorff,  1994;  Rubin, 
1990;  Ware,  Davies-Avery  and  Stewart,  1978).  Patient  satisfaction  also  tends  to  increase 
with  highly  productive  middle-aged  male  providers  (Ross,  Mirowsky,  and  Duff,  1982;  de 
Bakker,  1991).  Patients  tend  to  prefer  providers  who  spend  more  time  with  them, 
perform  more  physical  exams  and  blood  tests,  refer  to  specialists  frequently,  prescribe 
less  medication,  and  spend  time  educating  them  about  how  to  stay  healthy  (de  Bakker, 
1991).  The  most  important  variable  in  the  patient-physician  encounter  was  meeting  the 
patient’s  requests.  Like  (1987)  found  that  this  single  variable  predicted  over  20%  of  the 
variance  in  overall  satisfaction.  Specific  patient  outcome  has  not  been  well  correlated 
with  patient  satisfaction.  Carmel  (1985)  and  Fleming  (1981),  in  separate  studies,  found  a 
correlation  between  self-reported  improvement  in  health  and  satisfaction.  Kane  et  al. 
(1997)  was  able  to  identify  a  significant  correlation  between  empirical  measures  of 
outcome,  but  they  only  accounted  for  8%  of  the  variability  in  the  satisfaction  and  were 
less  predictive  than  subjective  measures  of  outcome. 

Although  much  has  been  written  concerning  patient  satisfaction,  there  is  a  paucity 
of  research  on  patient  satisfaction  in  military  medical  facilities.  Mangelsdorff,  in  his 
1994  article  on  patient  satisfaction  in  Army  MTFs,  delineated  several  factors  that  were 
correlated  with  satisfaction.  He  found  that  older  retired  patients  were  generally  more 
satisfied  than  younger  patients.  He  noted  that  officers  and  their  dependents  were  more 
satisfied  than  enlisted  members  and  their  dependents.  He  also  noted  that  most  positive 
attitudes  toward  Army  medicine  were  in  interpersonal  care,  communication,  outcomes, 
technical  quality  and  cost.  The  lowest  ratings  were  in  choice  of  provider  and  telephone 
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access  for  medical  care.  The  determinants  of  patient  satisfaction  as  measured  by  the  MHS 
survey  have  not  been  evaluated  for  satisfaction  in  Air  Force  MTFs. 

Satisfaction  Among  Health  Professionals 

Physician  satisfaction  is  important  in  the  military  health  care  system  because  of 
physician  retention,  quality  patient  care,  and  patient  satisfaction.  When  physicians  are 
satisfied,  they  are  more  likely  to  remain  in  a  healthcare  organization  (Lichtenstein,  1984; 
Mick  et  al.  1983).  Low  physician  turnover  contributes  to  better  continuity  of  care  and 
higher  quality  patient  care  (Mechanic,  1975;  Grol,  1985;  Skolnik,  Smith  and  Diamond, 
1993).  Because  of  these  and  other  factors,  patient  satisfaction  is  also  highly  correlated 
with  physician  satisfaction  (Linn,  Yager,  Cope,  and  Leake,  1985;  Linn,  Brook,  et  al. 
1985). 

Several  physician  characteristics  have  been  found  to  be  related  to  physician 
satisfaction.  Age  and  military  rank  have  both  been  shown  to  be  positively  associated 
with  physician  satisfaction  (Mangelsdorff  and  Hubbart,  1976;  Kravitz  et  al.  1990). 
Surgeons  tend  to  be  more  satisfied,  while  general  practitioners  and  pediatricians  are  the 
least  satisfied  specialty  (Mawardi,  1979). 

Lichtenstein  (1981)  found  that  organizational  variables  were  more  predictive  of 
physician  satisfaction  than  individual  variables.  He  noted  that  more  bureaucratic 
organizations  had  lower  physician  satisfaction.  Likewise,  Baker  and  Cantor  (1993)  noted 
that  self-employment  had  a  positive  effect  on  satisfaction;  however,  a  practice  with  less 
than  three  providers  was  negatively  related  to  satisfaction  (McCranie,  Hornsby,  and 
Calvert,  1982;  Skolnik,  et  al.  1993;  Warren,  Weitz,  and  Kulis,  1998).  Prepaid  groups  and 
governmental  medical  care  providers  were  also  noted  to'have  lower  physician  satisfaction 
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than  other  medical  groups,  however,  they  were  more  satisfied  with  their  work  hours 
(Lichtenstein,  1981).  Full-time  academic  physicians  had  the  highest  satisfaction  of  the 
practice  environments  studied  by  Mawardi  (1979).  Pay  incentives  also  appear  to  be 
related  to  physician  satisfaction.  Bonuses  for  quality  of  care  and  patient  satisfaction  have 
a  positive  effect  on  physician  satisfaction;  however,  bonuses  designed  to  increase 
productivity  have  a  negative  effect  on  physician  satisfaction  (Grumbach,  Osmond, 
Vranizan,  Jaffe,  and  Bindman,  1998). 

Many  studies  have  been  conducted  to  determine  physician  satisfaction,  however, 
many  different  methods  were  used.  Some  surveys  have  only  a  few  questions  that 
measure  overall  provider  satisfaction  (Warren,  1999;  Hadley,  1997)  while  others  are  very 
long  and  complicated,  measuring  many  different  facets  of  provider  satisfaction. 
Lichtenstein  (1984)  used  a  seven-point  scale  to  evaluate  satisfaction  among  physicians 
working  in  the  US  prison  health  system.  The  37-question  survey  contained  33  questions 
on  specific  aspects  of  satisfaction  and  four  questions  which  measured  global  satisfaction. 
The  33  specific  questions  were  grouped  into  7  domains:  resources,  self-directed 
autonomy,  other-directed  autonomy,  patient  relationships,  professional  relationships, 
status,  and  pay. 

Kravitz,  Linn,  and  Shapiro  (1990)  evaluated  the  satisfaction  of  private  physicians 
practicing  in  Ontario,  Canada.  They  used  a  16-question  survey  to  evaluate  satisfaction  in 
four  domains:  quality,  rewards,  patients,  and  environment.  A  five-point  scale  from  1 
(very  dissatisfied)  to  5  (extremely  satisfied)  was  used  to  rate  the  questions.  Overall 
satisfaction  was  determined  by  averaging  the  satisfaction  results  from  the  16  questions. 
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Cashman,  Parks,  Ash,  Hemenway  and  Bicknell  (1990)  utilized  a  9-page  survey  to 
determine  the  satisfaction  of  US  physicians  working  for  Health  Stop,  a  chain  of 
ambulatory  care  centers.  They  utilized  26  questions  to  determine  satisfaction  in  7 
domains:  autonomy,  organizational  policies,  patient  relationships,  reimbursement, 
professional  relationships,  resources,  and  status.  They  also  utilized  four  questions  to 
determine  overall  satisfaction.  A  Lickert  scale  was  used  to  evaluate  the  statements  on  a 
five-point  scale  from  agree  to  disagree. 

Lewis,  Prout,  Chalmers,  and  Leake  (1991)  conducted  a  national  survey  of  internal 
medicine  physicians  to  determine  their  level  of  satisfaction.  ’  They  measured  7  domains  of 
satisfaction:  relationships  with  patients,  professional  challenges,  interaction  with 
colleagues,  current  income,  potential  income,  time  for  nonmedical  interests,  and  personal 
control  over  their  practice.  They  also  measured  overall  satisfaction. 

Skolnik,  Smith  and  Diamond  (1993)  surveyed  family  practitioners  in 
Pennsylvania  to  determine  their  level  of  satisfaction.  They  utilized  a  31-item 
questionnaire  to  measure  13  satisfaction  domains:  amount  of  leisure  time,  income,  ability 
to  make  decisions  about  practice  management,  autonomy,  status  within  medical 
community,  general  professional  life,  intellectual  stimulation,  status  within  the 
community,  ancillary  services  in  the  office,  relationship  with  patients,  relationship  with 
partners,  clinical  competence,  and  patient  relationships.  They  averaged  the  results  of  the 
domains  to  determine  overall  satisfaction. 

Bailie  et  al.  (1998)  studied  the  satisfaction  of  Australian  general  practitioners. 
Their  50-item  questionnaire  measured  overall  satisfaction  and  47  satisfaction  factors 
which  were  grouped  into  12  domains:  social  and  interpersonal  activities,  problem 
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solving,  support  for  chronic  and  aged,  procedural  work,  research  and  teaching, 
organization,  government,  financial,  interference  by  physician  organizations, 
disillusionment,  inadequacy,  and  competition.  Responses  were  seored  on  a  4-point 
“Likert”  scale  (strongly  agree,  partly  agree,  partly  disagree,  strongly  disagree.) 

Konrad  et  al.  (1999)  utilized  a  six-step  process  similar  to  a  Delphi  study  to  build  a 
survey  instrument  for  physician  satisfaction.  Their  survey  instrument  included  89 
statements  to  evaluate  10  satisfaction  domains:  autonomy,  relationships  with  colleagues, 
relationships  with  patients,  relationships  with  staff,  personal  time,  intrinsic,  community, 
pay,  administration,  and  resources.  The  survey  also  evaluated  three  aspects  of  global 
satisfaction:  satisfaction  with  the  job,  satisfaction  with  the  specialty,  and  satisfaction  with 
the  career  of  medicine.  They  utilized  a  five-point  agree/disagree  format  to  evaluate  the 
statements. 

Many  surveys  were  also  conducted  to  determine  military  physician  satisfaction. 
Kravitz,  Sloss,  Thomas,  and  Hosek  (1993)  surveyed  1,392  physicians  with  a  22-item 
questionnaire  which  measured  5  satisfaction  domains:  quality  of  care,  pace  and  continuity 
of  practice,  quality  of  support  staff,  rewards  of  military  practice,  and  personal  time. 

Global  satisfaction  was  also  measured  directly.  The  statements  were  rated  on  a  five-point 
scale  from  very  satisfied  to  very  dissatisfied.  Byers  (1999)  studied  primary  care 
providers  in  Army  primary  care  clinics.  She  surveyed  physicians,  nurse  practitioners, 
and  physician  assistants  in  three  medical  centers.  She  utilized  22  questions  on  specific 
aspects  of  satisfaction  grouped  into  5  domains:  practice  model,  confidence,  autonomy, 
collaboration,  and  information  giving.  She  also  surveyed  overall  satisfaction.  A 
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“continuous,  time-oriented  scale”  (never  satisfied,  sometimes  satisfied... always  satisfied) 
was  utilized  to  measure  levels  of  satisfaction. 

Measurement  of  non-physician  health  care  worker  satisfaction  is  not  documented 
as  well  as  measurement  of  physician  satisfaction.  Stamps,  Piedmont,  Slavitt  and  Haase 
(1978)  surveyed  nurses,  physicians  and  support  staff  in  ambulatory  care  centers.  Their 
survey  instrument  measured  60  facets  of  satisfaction  grouped  in  6  domains:  autonomy, 
job  status,  pay,  task  requirements,  interaction,  and  organizational  requirements.  They 
utilized  a  seven-point  Likert  scale  to  measure  the  level  of  satisfaction.  They  also  had  the 
respondents  rank  the  relative  importance  of  the  specific  facets.  Overall  satisfaction  was 
determined  by  weighing  the  facets  by  their  relative  importance  and  averaging.  Traynor 
and  Wade  (1993)  measured  the  satisfaction  of  community  health  nurses  in  Britain.  They 
utilized  38  items  to  evaluate  satisfaction  in  5  domains:  personal  satisfaction,  workload, 
professional  support,  training,  and  pay/prospects.  A  five-point  scale  from  very 
dissatisfied  to  very  satisfied  was  used  to  measure  the  level  of  satisfaction.  Overall 
satisfaction  was  calculated  as  an  average  of  all  38  facets. 

The  sum  of  all  of  this  research  on  provider  satisfaction  is  a  significant  amount  of 
information  on  the  factors  that  satisfy  providers  and  those  which  frustrate  them.  The 
three  most  important  factors  in  provider  satisfaction  are:  autonomy,  patient  relationships, 
and  income.  Autonomy  is  documented  in  many  studies  as  the  key  indicator  of  provider 
satisfaction.  Lichtenstein  (1981)  stated,  “The  facet  of  satisfaction  that  appears  to 
influence  overall  satisfaction  most  powerfully  is  satisfaction  with  autonomy”  (p.  165). 
Many  other  studies  also  support  the  importance  of  autonomy  (Reames  and  Dunstone, 
1989;  Cashman,  et  al.  1990;  Kravitz,  et  al.  1990;  Lewis,  et  al.l991;  Kravitz,  et  al.  1993; 
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Warren,  et  al.  1998;  Byers,  1999).  Autonomy  was  shown  to  be  important  in  physician 
satisfaction  in  regards  to  clinical  care  (Skolnik,  et  al.  1993;  Bailie,  et  al.  1998),  clinic 
policies  (Kravitz,  et  al.  1993)  and  in  organizational  decision  making  (Barr,  &  Steinberg, 
1983).  A  relationship  with  patients  and  their  families  is  also  a  very  important  satisfier  for 
physicians,  This  relationship,  however,  can  work  as  a  positive  or  negative  factor. 
Physicians  enjoy  caring  for  patients  who  trust  them,  are  compliant  with  medical 
directives,  and  grateful  for  the  doctor’s  assistance  (Cashman,  et  al.  1990;  Lewis,  et  al. 
1991;  Kravitz,  et  al.  1993;  Skolnik,  et  al.  1993;  Bailie,  et  al.  1998;  Warren,  et  al.  1998). 
Patients  who  are  demanding,  with  unreasonable  expectations  can,  on  the  other  hand, 
diminish  physician  satisfaction  (Sullivan,  and  Buske,  1998).  Physician  income  is  also 
related  to  physician  satisfaction.  Physicians  are  particularly  dissatisfied  by  a  loss  of 
income  due  to  discounted  fee-for-service  or  capitation  (Cashman,  et  al.  1990;  Kravitz,  et 
al.  1990;  Lewis,  et  al.l991;  Kravitz,  et  al.  1993;  Bailie,  et  al.  1998;  Sullivan,  and  Buske, 
1998;  Warren,  et  al.  1998). 

Other  factors  that  were  also  found  to  be  of  significant  importance  in  physician 
satisfaction  include:  partner  collaboration,  challenging  work,  lack  of  time  for  personal 
interests,  administrative  workload,  and  govemment/third  party  interference.  Providers 
like  to  be  able  to  discuss  difficult  patients  with  their  partners  and  to  seek  assistance  from 
specialists  without  excessive  administrative  burden  (Lewis,  et  al.  1991;  Kravitz,  et  al. 
1993;  Skolnik,  et  al.  1993;  Byers,  1999).  Physicians  also  like  to  treat  a  wide  variety  of 
different  types  of  cases.  They  like  to  be  challenged  and  to  feel  that  they  have  done  a 
good  job  (Lewis,  et  al.  1991;  Skolnik,  et  al.  1993;  Bailie,  et  al.  1998).  A  significant  cause 
of  low  morale  in  private  practice  physicians  is  a  lack  of  time  to  spend  with  their  families 
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or  to  pursue  personal  interests  (Skolnik,  et  al.  1993;  Bailie,  et  al.  1998;  Sullivan,  and 
Buske,  1998).  Time  for  personal  interests  was  rated  as  a  positive  factor  for  physicians 
who  worked  in  prepaid  groups  and  in  governmental  health  care  organizations 
(Lichtenstein,  1981).  Physicians  are  notorious  for  their  dislike  of  all  administrative 
duties.  It  is  not  a  surprise  to  find  that  the  amount  of  paper  work  that  physicians  were 
required  to  accomplish  was  negatively  correlated  with  their  satisfaction  with  their  job 
(Lewis,  et  al.  1991;  Skolnik,  et  al.  1993).  Government,  HMOs  and  other  third  party 
payers  have  taken  a  more  active  role  in  patient  care.  The  utilization  management  process 
and  justifying  care  that  their  patients  need  is  a  part  of  third  party  payers  attempts  to 
reduce  the  cost  of  medical  care.  This  had  a  significant  adverse  impact  on  the  provider’s 
satisfaction  (Skolnik,  et  al.  1993;  Bailie,  et  al.  1998;  Sullivan,  and  Buske,  1998;  Warren, 
et  al.  1998). 

Other  factors  also  have  an  impact  on  provider  satisfaction.  Quality  medical  care, 
office  support,  and  the  fear  of  litigation  have  a  role  in  physician  satisfaction.  Kravitz  et 
al.  (1993),  in  his  survey  of  Army  physicians,  noted  that  the  quality  of  medical  care  that 
they  were  able  to  provide  was  the  second  highest  satisfaction  factor.  He  also  noted  that 
the  amount  of  time  that  they  could  spend  with  the  patients  had  a  positive  effect  on  their 
satisfaction.  Office  support,  or  lack  thereof,  also  had  an  important  impact  on  provider 
satisfaction.  Having  the  resources  to  care  for  patients  (Cashman,  et  al.  1990),  and  good 
nursing  support  (Kravitz,  et  al.  1993)  had  positive  effects  on  provider  satisfaction,  while 
poor  office  efficiency  and  the  lack  of  clerical  support  staff  had  a  negative  impact  on 
satisfaction  (Kravitz,  et  al.  1993). 
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Factors  that  cause  satisfaction  in  physician  extenders  are  very  similar  to  those 
things  that  satisfy  physicians.  Chung-Park  (1998)  studied  Navy  nurse  practitioners’ 
satisfaction.  She  found  that  autonomy,  sense  of  accomplishment,  and  time  spent  in 
patient  care  were  found  to  be  most  closely  related  to  satisfaction,  while  pay,  lack  of 
support  staff,  administrative  workload,  and  time  constraints  were  found  to  be  the  greatest 
frustrations. 

Autonomy,  patient  relationships,  lack  of  support  staff,  excessive  workload,  and 
administrative  duties  also  have  an  impact  on  the  satisfaction  of  medical  support  personnel 
(Stamps,  et  al.  1978;  Allgood,  Orourke,  VanDerslice,  and  Hardy,  2000).  Additionally, 
training,  professional  support,  and  task  requirements  are  related  to  support  personnel 
satisfaction  (Stamps,  et  al.  1978;  Traynor  and  Wade,  1993). 

Purpose 

The  purpose  of  this  study  was  to  determine  the  impact  of  the  Air  Force’s  Primary 
Care  Optimization  Program  on  three  areas:  first,  the  efficiency  of  the  ambulatory  care 
clinics;  second,  the  staff  satisfaction  of  the  optimized  primary  care  team  members;  and 
third,  patient  satisfaction.  The  null  hypothesis  was:  There  is  no  difference  when 
comparing  efficiency  of  ambulatory  care  clinics,  staff  morale,  and  patient  satisfaction 
before  and  after  implementation  of  the  Air  Force’s  Primary  Care  Optimization  Program. 

Method  and  Procedures 
Efficiency 

This  study  gathered  information  from  several  different  sources  to  evaluate 
efficiency,  staff  satisfaction,  and  patient  satisfaction.  Efficiency  was  evaluated  using  two 
methodologies.  Administrators  were  asked  in  the  Extent  of  Change  Surveys  to  report  the 
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average  number  of  enrollees  per  provider  for  their  optimized  clinics  and  the  number  of 
visits  per  PCM  per  day  before  optimization  and  at  the  time  of  the  survey.  Providers  were 
also  asked  in  the  individual  surveys  to  report  their  average  productivity  in  patients  per 
day  before  optimization  and  after  optimization.  Patients  per  day  was  utilized  for  daily 
productivity  instead  of  RVUs  per  day  because  RVUs  were  not  being  utilized  in  the  Air 
Force  Medical  Service. 

Staff  Satisfaction 

A  seventy-six  question  survey  was  developed  to  measure  current  staff  satisfaction 
and  their  change  in  satisfaction  with  the  advent  of  PCO  and  mailed  to  all  Air  Force 
Military  treatment  facilities  (MTFs).  Cuirent  staff  satisfaction  was  evaluated  using  a 
satisfaction  survey  developed  from  previous  research  and  modified  to  ask  about  factors 
associated  with  PCO  (Byers,  1999;  Cashman,  et  al.  1990;  Kravitz,  et  al.  1990;  Kravitz,  et 
al.  1993;  Konrad,  et  al.  1999;  Lewis,  et  al.  1991;  Lichtenstein,  1984;  Skolnick,  et  al. 

1993;  Stamps,  et  al.  1993;  Traynor  &  Wade,  1993).  The  survey  divided  35  facets  of 
satisfaction  into  ten  categories:  satisfaction  with  the  workload;  satisfaction  with  the 
treatment  team;  satisfaction  with  facility,  equipment  and  supplies;  satisfaction  with 
practice  autonomy;  satisfaction  with  the  organization;  satisfaction  with  professional 
experience;  satisfaction  with  patient  relationships;  satisfaction  with  treatment  team 
efficiency;  satisfaction  with  the  quality  of  medical  care;  and  satisfaction  with  pay  and 
opportunities  for  promotion.  Overall  satisfaction  was  measured  directly  with  two 
questions.  A  seven-point  scale  fixed  at  three  points,  1  (very  dissatisfied),  4  (neutral),  and 
7  (very  satisfied)  was  used  to  record  responses. 
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The  change  in  the  staff’s  satisfaction  because  of  PCO  was  measured  by  making 
each  satisfaction  question  a  two-part  question.  The  first  part  asked  for  their  current 
satisfaction  in  a  particular  facet,  the  second  part  asked  for  their  “change  in  satisfaction  in 
area  listed  above  following  implementation  of  PCO”.  A  similar  seven-point  scale  fixed 
at  three  points,  (large  decrease  in  satisfaction),  4  (neutral),  and  7  (large  increase  in 
satisfaction)  was  used  to  record  the  responses.  The  change  in  overall  satisfaction  was 
measured  in  a  similar  fashion  using  two  different  questions.  Two  additional  questions 
were  asked  to  determine  their  satisfaction  with  primary  care  optimization:  would  you  do 
it  again  and  would  you  recommend  it  to  a  friend.  These  were  also  evaluated  on  a  seven- 
point  scale.  Separate  questionnaires  were  used  for  providers,  nurses,  medical  technicians, 
administrative  technicians,  group  practice  managers,  and  health  care  integrators.  The 
questionnaires  differed  in  number  of  questions  and  the  wording  of  the  questions  asked 
(Appendix  A). 

All  individual  staff  satisfaction  surveys  also  included  two  pages  of  demographic, 
productivity,  efficiency,  and  work  questions.  This  included  questions  about  the  amount 
of  time  working  in  an  optimized  clinic,  the  level  of  support  staff,  productivity,  and  hours 
worked  per  week  before  and  after  PCO.  It  also  asked  about  the  type  of  work  performed 
before  and  after  PCO.  Throughout  the  entire  survey,  written  comments  were  solicited 
and  the  PCO  staff  members  were  given  telephone  numbers  to  call  the  researchers  if  they 
did  not  feel  comfortable  writing  their  comments  on  the  survey. 

An  additional  survey,  the  Extent  of  Change  Survey,  was  developed  to  determine 
the  number  of  clinics  and  providers  that  had  been  optimized  at  each  MTF,  and  to  quantify 
the  extent  of  change  in  the  optimized  clinics.  Facility  administrators  were  asked  to 
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indicate  the  number  of  providers  that  had  been  optimized  between  Dec  99  and  Oct  00  and 
then  to  quantify  the  support  staff  for  these  providers  in  the  Oct  -  Dec  99  time  period  and 
the  Oct  -  Dec  00  time  period.  They  were  also  asked  for  the  number  of  examination  and 
treatment  rooms  available  for  each  provider  in  each  of  the  time  periods.  Specific 
methods  to  optimize  providers  were  also  listed  and  the  administrator  was  asked  to 
determine  if  the  methods  were  utilized  during  either  of  the  time  periods.  Finally,  the 
administrators  were  asked  to  indicate  the  number  of  enrollees  to  each  provider  in  the  two 
time  periods  and  the  average  number  of  outpatient  visits  for  each  provider  in  the  two  time 
periods  (Appendix  B). 

The  Extent  of  Change  Survey  and  the  Staff  Satisfaction  Surveys  were  mailed  to 
all  Air  Force  MTFs.  MTF  points  of  contact  were  asked  to  copy  a  staff  satisfaction  survey 
for  each  of  their  staff  assigned  to  PCO  teams.  They  distributed  the  surveys  and  collected 
them  after  completion  by  the  team  members.  Extent  of  Change  Surveys  were  also 
completed  for  each  clinic  where  PCO  had  been  implemented  before  1  Oct  00.  After 
completion,  the  staff  satisfaction  surveys  were  attached  to  their  corresponding  extent  of 
change  surveys  and  were  mailed  back  to  the  researchers.  Two  researchers  handled  all  of 
the  data  entry  of  the  surveys.  One  researcher  validated  the  information  on  the  Extent  of 
Change  Surveys  and  made  personal  contact  with  each  MTF  to  assure  accuracy  of  the 
information  on  the  survey.  He  also  transcribed  the  written  comments  from  the  individual 
surveys.  The  other  researcher  entered  the  individual  survey  responses  into  SPSS. 

Overall  scores  for  the  10  groups  of  satisfaction  were  calculated  by  averaging  the  scores  of 
the  facets  of  satisfaction  within  the  group  (Tables  2-3).  Overall  satisfaction  was 
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determined  directly  from  question  71.  Overall  change  in  satisfaction  was  calculated  by 
averaging  the  four  questions  pertaining  to  change  in  satisfaction  (Table  4). 

Stepwise  multiple  linear  regression  was  utilized  to  correlate  variables  that  impact 
on  satisfaction  to  aspects  of  staff  satisfaction.  The  stepwise  method  considers  all 
independent  variables  that  are  significantly  correlated  with  the  dependent  variable  and 
accepts  the  one  that  has  the  largest  coefficient  of  determination.  It  then  considers  all  of 
the  variables  again,  only  the  second  time  it  considers  each  variable  in  regards  to  the 
increase  that  it  would  cause  in  the  coefficient  of  determination  for  the  entire  model.  It 
continues  to  add  variables  until  adding  additional  variables  would  not  increase  the 
coefficient  of  determination. 

Reliability  and  Validity  of  the  Survey  Instrument 

Sixty-six  of  the  seventy-three  Air  Force  MTFs  that  were  mailed  surveys 
participated  in  the  study.  Four  MTFs  did  not  participate  because  their  PCO  teams  were 
not  set  up  until  after  I  Oct  00.  The  MTF  participation  rate  in  the  survey  was  90.4%.  The 
extent  of  change  forms  identified  1742  individuals  that  worked  on  PCO  teams.  Of  these 
staff  members,  the  targets  for  the  survey,  1366  returned  surveys,  29  surveys  were  rejected 
due  to  incomplete  data,  leaving  1337  valid  surveys.  The  individual  response  rate  was 
74.3% 

The  reliability  of  the  survey  was  measured  using  Chronbach’s  Alpha.  Tables  2-4 
delineate  the  ten  distinct  satisfaction  groups  and  the  facets  of  satisfaction  included  in  each 
group.  Chronbach’s  Alpha  was  calculated  for  both  the  current  satisfaction  and  the 
change  in  satisfaction  in  each  group.  All  ten  groups  were  found  to  have  good  internal 
reliability  with  Alphas  between  .7095  and  .9166.  Alphas  over  .7  are  indicative  of  good 
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inteinal  reliability.  The  original  plan  was  to  measure  the  overall  satisfaction  using  a 
question  about  overall  satisfaction  with  current  position  and  a  question  asking  if  the 
individual  plans  to  separate  from  the  military.  These  questions  did  not  have  good  internal 
reliability  and  thus  were  uncoupled  and  considered  separately  in  the  analysis.  Overall 
change  in  satisfaction,  measured  with  four  questions,  demonstrated  excellent  internal 
reliability  with  an  Alpha  of  .8458  (Appendix  C). 

The  content  and  construct  validity  of  this  survey  instrument  should  be  very  good. 
It  was  generated  from  other  survey  instruments  that  have  a  long  history  of  use  to  measure 
staff  satisfaction  in  medical  facilities  (Byers,  1999;  Cashman,  et  al.  1990;  Kravitz,  et  al. 
1990;  Kravitz,  et  al.  1993;  Konrad,  et  al.  1999;  Lewis,  et  al.  1991;  Lichtenstein,  1984; 
Skolnick,  et  al.  1993;  Stamps,  et  al.  1993;  Traynor  &  Wade,  1993).  It  was  also  beta 
tested  at  an  Air  Force  MTF  within  the  continental  United  States,  and  an  Air  Force  MTF 
located  in  Europe.  The  survey  had  an  excellent  response  rate  and  good  internal 
reliability. 

Patient  Satisfaction 

Changes  in  patient  satisfaction  were  evaluated  by  using  the  monthly  military 
health  system  (MHS)  survey  (Appendix  D)  at  a  time  before  optimization  and  comparing 
it  with  the  same  survey  after  optimization.  This  survey  was  utilized  throughout  the 
Department  of  Defense  since  1995  with  very  few  modifications  to  the  survey  instrument 
(U.S.  Office  of  the  Secretary  of  Defense,  1998).  The  validity  and  reliability  of  the 
instrument  have  been  carefully  studied  and  found  to  be  excellent.  The  standard  for 
internal  consistency  validity  is  .40.  For  the  MHS  monthly  survey  it  was  measured  at  .40 
to  .80,  but  the  majority  of  the  measures  were  over  .70.  Item  discriminant  validity  was 
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also  measured  with  over  80%  of  the  facets  of  satisfaction  showing  statistically  significant 
correlation.  Chronbach’s  Alpha  was  used  to  measure  the  internal  consistency  reliability 
of  the  survey.  Surveys  that  obtain  Alpha  scores  of  .7  and  higher  are  considered  to  be 
reliable.  The  MHS  monthly  survey  had  Alpha  scores  of  between  .735  and  .943  (U.S. 
Department  of  Defense,  2001). 

Most  Air  Force  facilities  implemented  primary  care  optimization  between  January 
and  September  2000.  All  Air  Force  MTFs  were  surveyed  with  an  Extent  of  Change 
Survey  to  determine  which  specific  clinics  were  involved  in  optimization,  and  when  they 
were  optimized.  The  clinics  that  were  optimized  between  1  January  and  1  September 
2000  were  utilized  in  the  study.  Individual  patient  satisfaction  data  was  obtained  from 
the  Department  of  Defense,  Health  Affairs  for  the  time  periods  September-November, 
1999  and  September-November  2000.  Twenty-one  measures  of  satisfaction  were 
compared  between  the  two  time  periods.  Overall  satisfaction  with  the  medical  care  and 
clinics  was  measured  directly  (questions  5  and  12)  on  a  seven-point  scale  from  1 
(completely  dissatisfied)  to  7  (completely  satisfied).  Three  satisfaction  averages  (Access, 
Quality,  and  Interpersonal  Relationship)  were  calculated  from  16  directly  measured 
facets  of  satisfaction.  These  were  measured  on  a  5-point  scale  from  1  (poor)  to  5 
(excellent).  The  data  were  weighted  to  account  for  response  bias,  MTF  size  and  clinic 
size.  Clinics  that  did  not  have  at  least  20  patient  satisfaction  survey  responses  in  either  of 
the  time  periods  were  excluded  from  the  study.  A  paired  t-test  was  utilized  to  compare 
the  clinic  patient  satisfaction  scores  before  and  after  the  implementation  of  primary  care. 

A  significance  level  of  .05  was  utilized. 
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Results 

Efficiency 

This  survey  demonstrated  a  real  increase  in  productivity  on  the  primary  care 
teams  that  were  optimized.  Table  5  shows  the  enrollees  per  PCM  and  outpatient  visits 
per  day  as  collected  by  the  extent  of  change  forms  and  the  staff  satisfaction  surveys. 

Both  means  and  medians  are  listed  to  approximate  the  average.  The  median  is  used  in 
the  analysis  instead  of  the  mean  because  it  is  not  affected  by  a  skewed  distribution.  All 
distributions  showed  a  degree  of  skewness,  mostly  to  the  right.  Before  PCO,  the  average 
enrollment  in  clinics  that  were  later  optimized  was  963.7  per  provider.  One  year  later, 
this  enrollment  increased  to  1269.0  per  provider,  an  increase  of  31.7%.  Daily 
productivity  also  increased  significantly,  from  14  to  19  patients  per  day  as  reported  on  the 
Extent  of  Change  Survey.  Providers  reported  their  productivity  to  have  increased  from 
19  patients  per  day  to  23  patients  per  day.  Providers  reported  higher  productivity  than 
administrators,  an  average  of  3-5  patients  per  day  more.  Utilizing  either  method  of 
reporting,  productivity  increased  substantially,  35.7  %  as  reported  on  the  extent  of  change 
form,  21.1%  by  self-reporting. 

The  providers  were  also  surveyed  to  determine  how  close  they  were  to  their 
maximum  possible  productivity.  They  were  asked,  “If  you  had  all  of  the  nurses, 
technicians,  exam  rooms  and  other  support  that  money  could  buy,  how  much  could  you 
increase  your  current  productivity?”  Their  responses  are  in  table  6.  The  responses 
ranged  from  0  to  300%.  Their  average  untapped  productivity  was  25%.  Despite 
optimization,  which  has  increased  productivity  20  -  35%,  providers  indicate  that  with 
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additional  resources  they  could  still  increase  productivity  an  additional  25%.  See 
Appendix  E  for  full  details  of  SPSS  analysis. 

Staff  Satisfaction 

Descriptive  Statistics 

A  total  of  93  clinics  were  surveyed  in  this  study.  Family  practice,  pediatrics, 
primary  care,  internal  medicine  and  women’s  health  were  all  identified  as  optimized 
clinics  (Figure  1).  Three  hundred-seventy  eight  optimized  providers  were  identified  in 
the  extent  of  change  form.  Surveys  were  returned  by  298  of  the  providers.  Physicians 
included  medical  doctors  and  doctors  of  osteopathy.  Physicians  comprised  67%  of  the 
providers,  physician  assistants,  22%,  and  nurse  practitioners  11%. 

Demographics  for  the  respondents  are  listed  in  Table  7.  The  average  age  of 
respondent  was  31.5  years.  Enlisted  personnel  were  younger  than  officers.  Physicians 
were  younger  than  all  other  category  of  officers.  Physicians  and  physician  assistants 
(PAs)  were  predominantly  male.  Nurses,  administrative  techs  and  health  care  integrators 
were  mostly  female.  Medical  technicians  and  group  practice  managers  were  nearly 
evenly  split  in  regard  to  gender.  Most  of  the  team  members  on  the  optimized  teams  were 
fairly  junior  in  rank.  Nurse  practitioners  and  health  care  integrators  were  the  most  senior 
officers,  their  average  rank  was  a  senior  captain.  PAs  were  the  most  junior  officers, 
followed  closely  by  the  clinical  nurses.  Group  practice  managers  and  health  care 
integrators  were  mostly  officers,  but  also  contained  a  few  senior  enlisted.  Physicians  had 
the  least  experience  in  the  military  of  the  team  members,  averaging  5.2  years  of  military 
experience.  Nurse  practitioners  had  the  most  experience,  13.5  years.  As  expected,  all 
team  members  had  little  experience  in  optimization,  averaging  6.5  months.  Physicians 
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had  the  least  experience,  5.5  months.  Health  Care  Integrators  had  the  most  experience, 
8.4  months. 

Satisfaction  with  workload. 

Table  8  contains  information  about  the  number  of  hours  that  PCO  team  members 
work  each  week.  This  information  was  self-reported  from  the  Staff  Satisfaction  Survey. 
Individuals  were  asked  to  report  how  many  hours  per  week  they  currently  work  and  how 
many  hours  per  week  they  worked  one  year  ago.  Overall,  staff  members  reported  that 
they  worked  an  average  of  47.9  hours  per  week,  2.2  hours  more  than  they  did  before 
PCO.  This  is  an  increase  of  6%.  Each  type  of  worker  reported  to  work  more  this  year 
than  last  year,  but  nurse  practitioners  had  the  largest  absolute  increase  (4.9  hours)  and  the 
largest  percent  increase  (10.2%).  Physicians  reported  the  longest  work  week  (54.1 
hours),  and  administrative  technicians  the  shortest  work  week  (44.8  hours).  Officers 
reported  longer  work  weeks  than  enlisted  members. 

The  staff  satisfaction  survey  also  asked  the  team  members  to  estimate  the  percent 
of  their  time  that  they  spent  in  different  types  of  activities  before  and  after  primary  care 
optimization.  The  activity  analysis,  stratified  by  worker  type,  is  detailed  in  Tables  9 
through  15.  Looking  at  the  entire  PCO  team.  Table  9  demonstrates  that  there  was  a 
proportional  decrease  in  time  spent  in  outpatient  care,  resident  training,  and  military 
readiness.  There  was  an  overall  increase  in  administrative  work,  patient  education,  and 
staff  training.  Providers  had  an  increase  in  staff  training,  administration,  and  outpatient 
care,  but  a  decrease  in  inpatient  care,  resident  training,  military  readiness  preparation,  and 
patient  education  (Table  10).  Clinical  nurses  reported  spending  less  time  on  outpatient 
care  and  more  time  in  patient  education,  staff  training  and  administration  (Table  11). 
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Medical  technicians  spent  significantly  more  time  in  patient  education  with  reductions  in 
staff  training  and  military  readiness  preparation  (Table  12).  Administrative  technicians 
reported  spending  more  time  in  outpatient  care,  with  decreases  in  military  readiness  and 
administration  (Table  13).  Group  practice  managers  had  the  largest  change  in  activities 
following  PCO.  They  reported  a  77%  decrease  in  outpatient  care  activities  and  a  61% 
decrease  in  patient  education  duties.  They  also  reported  large  increases  in  staff  training, 
administration,  and  research  (Table  14).  Health  care  integrators  also  reported  large 
changes  in  their  activities.  They  shifted  from  outpatient  care,  patient  education  and 
military  readiness  to  administration,  staff  training,  and  research  (Table  15). 

Overall  satisfaction  with  workload  was  calculated  from  two  facets  of  satisfaction, 
satisfaction  with  leisure  time  and  satisfaction  with  pace  of  work  (Table  2).  The  staff,  as  a 
whole,  related  neutral  satisfaction  with  workload  and  a  decrease  in  satisfaction 
subsequent  to  the  implementation  of  PCO  (Table  16).  Providers  were  least  satisfied  in 
this  area;  health  care  integrators  were  most  satisfied.  Most  types  of  team  members 
reported  a  decrease  in  satisfaction  in  this  area.  Staff  satisfaction  with  his/her  level  of 
leisure  and  family  time  is  presented  in  Table  17.  Overall,  the  staff  was  slightly  satisfied 
with  this  aspect  of  their  duties,  but  this  satisfaction  had  declined  over  the  year  with 
optimization.  The  providers,  especially  the  PAs  and  nurse  practitioners,  were  less 
satisfied  with  their  level  of  leisure  time  than  the  other  team  members.  Health  care 
integrators  were  most  satisfied.  All  types  of  workers  reported  declines  in  satisfaction,  but 
the  PAs  had  the  largest  decrease  in  satisfaction  in  this  area. 

Table  18  shows  the  results  of  the  second  facet  of  satisfaction  in  the  workload 
group,  satisfaction  with  pace  of  work.  The  PCO  staff  rated  this  area  of  workload  lower 
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than  satisfaction  with  leisure  time.  There  was  an  overall  dissatisfaction  with  the  pace  of 
work  and  the  staff’s  dissatisfaction  had  increased  over  the  past  year.  The  dissatisfaction 
was  noted  among  all  types  of  workers  except  the  medical  technicians  and  the  group 
practice  managers,  who  reported  neutral  satisfaction,  and  the  health  care  integrators,  who 
had  a  positive  level  of  satisfaction.  The  providers  and  clinical  nurses  reported  the  largest 
decline  in  satisfaction  in  this  area. 

Satisfaction  with  the  treatment  team. 

On  the  Extent  of  Change  Survey,  hospital  administrators  and  group  practice 
managers  were  asked  to  report  the  support  staff  assigned  to  providers  who  were  then 
optimized  and  their  support  staff  before  optimization.  This  information  is  summarized  in 
Table  19.  The  three  types  of  support  staff  that  were  considered  to  provide  direct  support 
to  the  providers  were  the  nurses,  medical  technicians,  and  administrative  technicians. 
They  were  summed  to  determine  the  “support  staff  per  PCM”.  All  types  of  support  staff 
increased  significantly  with  the  start  up  of  PCO.  Administration  technicians,  however, 
increased  more  proportionally  than  the  other  support  staff. 

All  staff  members  were  also  asked  to  report  their  self-perceptions  of  support. 

They  were  asked  if  their  treatment  teams  had  two  medical  technicians  per  provider,  etc. 
Table  20  reports  the  responses  of  the  providers  who  returned  the  survey.  Over  70%  of 
the  providers  reported  that  they  had  at  least  V2  nurse  per  provider.  Over  50%  reported 
that  they  had  two  medical  technicians  per  provider.  Less  than  half  of  the  providers 
reported  that  they  had  at  least  1  administrative  technician  per  provider.  Forty-five 
percent  of  the  providers  stated  that  their  team  received  additional  manning  as  a  result  of 


PCO. 
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Overall  treatment  team  satisfaction  was  determined  by  averaging  the  satisfaction 
in  five  areas:  technician  support,  nursing  support,  medical  record  availability,  treatment 
team  interaction,  and  treatment  teamwork  and  support  (Table  2).  Staff  members  were 
satisfied  with  their  treatment  teams  and  recorded  an  increase  in  satisfaction  with  PCO 
(Table  21).  Physicians  and  clinical  nurses  related  higher  increases  in  satisfaction  in  this 
area  than  other  team  members.  Group  practice  managers  rated  the  change  in  satisfaction 
lowest. 

Providers  were  asked  in  their  satisfaction  surveys  about  their  satisfaction  with 
technician  and  nurse  support.  They  were  also  asked  about  their  satisfaction  with  the 
availability  of  medical  records  when  caring  for  patients.  Tables  22-24  summarize  their 
satisfaction  in  these  areas.  Providers  responded  with  neutral  satisfaction  with  technician 
support,  but  this  satisfaction  had  increased  with  the  onset  of  PCO.  Nurse  practitioners 
were  less  satisfied  with  technician  support  than  the  other  providers.  Providers  were  more 
satisfied  with  nursing  support  than  with  technician  support.  They  were  satisfied  with  the 
support,  and  their  satisfaction  had  increased  over  the  year.  Nurse  practitioners,  once 
again,  responded  less  positively  to  this  facet  of  satisfaction.  All  providers  were 
dissatisfied  with  medical  record  availability,  but  their  satisfaction  increased  a  small 
amount  with  PCO.  There  may  not  have  been  any  change  in  satisfaction  in  this  area  as  the 
increase  in  satisfaction  was  not  statistically  significant. 

The  entire  staff  was  asked  about  their  satisfaction  with  treatment  team  interaction 
and  support  from  other  team  members  (Tables  25  and  26).  Overall  satisfaction  was  high 
and  increasing  for  both  of  these  facets  of  satisfaction.  All  types  of  staff  members  rated 
their  satisfaction  in  these  areas  above  neutral.  The  nurse  practitioners’  rating  was  not  far 
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enough  above  neutral  to  be  statistically  significant.  Group  practice  managers  rated  the 
change  in  these  areas  lower  than  the  other  staff  members. 

Satisfaction  with  the  treatment  facility,  equipment  and  supplies. 

Administrators  were  asked  in  the  Extent  of  Change  survey  to  disclose  the  number 
of  patient  examination  and  treatment  rooms  that  each  optimized  provider  had  before  and 
after  PCO.  This  information  is  summarized  in  Table  27.  Administrators  reported  a  25% 
increase  in  the  number  of  patient  care  rooms  per  optimized  provider.  Staff  members 
were  also  asked  how  many  patient  care  rooms  they  currently  had  and  if  they  received 
more  patient  care  rooms  with  the  implementation  of  PCO.  Self-reported  data  were 
similar  to,  but  lower  than,  data  reported  by  the  administrators.  Thirty-six  percent  of  those 
surveyed  stated  that  they  had  received  more  patient  care  rooms  following  the 
implementation  of  PCO. 

Overall  satisfaction  with  facility  support  was  evaluated  using  four  questions  on 
the  staff  satisfaction  survey:  satisfaction  with  examination  rooms,  satisfaction  with  clinic 
layout,  satisfaction  with  equipment,  and  satisfaction  with  supplies.  The  staff,  as  a  whole, 
reported  satisfaction  with  this  area  and  increasing  satisfaction  with  the  implementation  of 
PCO  (Table  28).  Group  practice  managers  and  health  care  integrators  rated  the  area  the 
highest.  Providers,  especially  physicians  and  nurse  practitioners,  reported  increases  in 
satisfaction  in  the  area  with  PCO. 

Tables  29  through  32  list  the  staff  satisfaction  in  the  four  facets  of  facility  support. 
On  average,  all  members  of  the  staff  were  satisfied  with  the  number  of  examination  and 
treatment  rooms  utilized  by  their  teams.  This  satisfaction  increased  with  the  onset  of 
PCO.  Staff  members  were  less  satisfied  with  the  layout  of  the  clinic  to  maximize 
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efficiency,  although  physicians  and  health  care  integrators  reported  that  their  satisfaction 
increased  with  PCO.  Clinical  nurses  were  least  satisfied  in  this  area.  Overall  satisfaction 
with  equipment  in  the  optimized  clinics  was  neutral  and  was  not  changed  with  PCO. 
Physicians  and  clinical  nurses,  however,  were  dissatisfied  with  the  equipment. 

Conversely,  health  care  integrators  were  satisfied  with  equipment.  Both  the  group 
practice  managers  and  health  care  integrators  reported  that  their  satisfaction  with 
equipment  had  increased  with  the  onset  of  PCO.  Satisfaction  with  the  availability  of 
supplies  was  the  lowest  rated  facet  of  satisfaction  in  the  area  of  facility  support. 

Providers  and  clinical  nurses  were  less  satisfied  with  the  availability,  while  group 
practice  managers  and  health  care  integrators  were  more  satisfied.  Primary  care 
optimization  did  not  appear  to  have  an  effect  on  this  facet  of  satisfaction. 

Satisfaction  with  practice  autonomy. 

Overall  satisfaction  with  autonomy  was  evaluated  with  three  questions  on  the 
staff  satisfaction  survey:  patient  care  autonomy,  process  autonomy,  and  scheduling 
autonomy  (Table  2).  The  staff  was  satisfied  with  overall  autonomy,  but  PCO  did  not 
appear  to  have  an  effect  on  this  satisfaction  (Table  33).  Physician  assistants  and  nurse 
practitioners  related  the  lowest  satisfaction  in  this  area.  Group  practice  managers  and 
health  care  integrators  had  the  highest  satisfaction  and  highest  increase  in  satisfaction. 

Tables  34-36  detail  staff  satisfaction  with  specific  aspects  of  autonomy.  Providers 
were  satisfied  with  their  ability  to  provide  patient  care  according  to  their  best  judgment. 
This  satisfaction  did  not  appear  to  be  affected  by  PCO  (Table  34).  Overall  the  staff  was 
also  satisfied  with  their  ability  to  initiate  changes  in  the  way  their  work  was  performed. 
This  satisfaction,  again,  did  not  appear  to  be  effected  by  PCO  (Table  35).  Health  care 
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integrators,  group  practice  managers,  and  medical  technicians  were  the  most  satisfied 
with  their  practice  autonomy,  the  providers  were  less  satisfied.  Physicians,  however,  did 
indicate  an  increase  in  satisfaction  in  this  area  following  the  implementation  of  PCO. 

Satisfaction  in  the  ability  to  make  changes  to  the  schedule  showed  the  most 
division  between  team  members  in  this  area  of  satisfaction.  Overall  the  staff  was 
satisfied  in  their  ability  to  change  the  schedule,  but  did  not  indicate  an  increase  in 
satisfaction  in  this  area  with  PCO  (Table  36).  Providers  had  a  neutral  satisfaction  in  this 
area  while  all  other  types  of  workers  were  satisfied.  Group  practice  managers  and  health 
care  integrators  had  the  highest  satisfaction.  They  not  only  rated  their  satisfaction  high, 
but  also  reported  an  increase  in  satisfaction  with  PCO.  Medical  technicians  were  the  only 
group  that  rated  their  satisfaction  with  scheduling  as  decreasing  with  PCO. 

Satisfaction  with  the  organization. 

The  staff’s  satisfaction  with  the  organization  was  deteiTnined  by  three  questions 
on  the  Staff  Satisfaction  Survey:  satisfaction  with  primary  care  emphasis,  satisfaction 
with  the  local  leadership,  and  satisfaction  with  the  Air  Force  leadership  (Table  2). 

Overall,  the  staff  was  satisfied  with  their  organization  and  leadership.  This  satisfaction 
did  not  change  with  PCO  (Table  37).  The  staff  was  generally  satisfied  with  the  emphasis 
that  the  local  medical  leadership  placed  on  primary  care.  This  satisfaction  also  increased 
as  a  result  of  the  implementation  of  PCO  (Table  38).  Group  practice  managers  and  health 
care  integrators  were  the  most  satisfied  members  of  the  staff;  physicians  and  physician 
assistants  were  the  least  satisfied.  The  staff  was  also  satisfied  with  the  local  medical 
leadership,  but  there  did  not  appear  to  be  an  increase  in  this  satisfaction  following  the 
implementation  of  PCO  (Table  39).  All  types  of  workers  were  satisfied  with  the  local 
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medical  leadership  except  for  the  nurse  practitioners,  who  had  neutral  satisfaction  in  this 
area. 

Satisfaction  with  the  Air  Force  medical  leadership  was  significantly  different  than 
satisfaction  with  the  local  medical  leadership.  While  the  PCO  staff  reported  satisfaction 
with  the  local  medical  leadership,  they  reported  neutral  satisfaction  with  the  Air  Force 
leadership.  They  also  reported  that  their  satisfaction  decreased  following  the 
implementation  of  PCO  (Table  40).  Providers,  especially  physicians  and  nurse 
practitioners,  were  dissatisfied  with  the  Air  Force  medical  leadership.  Administrative 
technicians  and  health  care  integrators  were  satisfied  with  the  leadership.  Almost  the 
entire  front-line  team  reported  a  decrease  in  satisfaction  with  the  Air  Force  medical 
leadership  following  the  implementation  of  PCO.  The  administrative  technicians,  group 
practice  managers,  and  health  care  integrators  reported  no  increase  or  decrease  in 
satisfaction  with  the  leadership. 

Satisfaction  with  professional  experience. 

Staff  satisfaction  with  their  professional  experience  was  measured  using  five 
facets  of  satisfaction:  consultant  interaction,  professional  interaction,  teaching 
opportunities,  training,  and  scope  of  practice  (Table  3).  Overall  the  staff  reported  to  be 
satisfied  in  this  area  with  no  change  in  their  satisfaction  due  to  PCO  (Table  41).  Group 
practice  managers  and  administrative  technicians  were  least  satisfied,  health  care 
integrators  most  satisfied  (Table  41).  Physicians  reported  a  decrease  in  their  satisfaction 
following  PCO;  medical  technicians  had  an  increase. 

Providers  were  questioned  about  their  satisfaction  with  their  interaction  with 
consultants.  They  indicated  that  they  were  satisfied  and  that  their  satisfaction  increased 
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slightly  during  the  implementation  of  PCO  (Table  42).  The  PCO  providers  and  nurses 
were  also  asked  about  their  satisfaction  with  their  ability  to  discuss  interesting  cases  with 
other  professionals.  Once  again,  they  indicated  satisfaction,  but  implementation  of  PCO 
did  not  have  an  effect  on  the  satisfaction.  Clinical  nurses,  however,  reported  an  increase 
in  satisfaction  following  PCO  (Table  43).  One  area  of  professional  activities  that 
providers  showed  a  decrease  in  satisfaction  was  in  participation  in  teaching  activities 
(Table  44).  Physicians  in  particular  responded  with  dissatisfaction  in  this  area.  Nurse 
providers  reported  the  largest  decrease  in  satisfaction  in  participation  in  teaching 
activities. 

The  entire  staff  was  asked  about  their  satisfaction  with  the  training  they  received 
to  care  for  patients  efficiently.  Overall,  they  reported  to  be  satisfied  with  their  training 
and  to  have  an  increase  in  satisfaction  following  PCO  implementation  (Table  45).  Group 
practice  managers  had  the  lowest  satisfaction  in  this  area.  Medical  technicians  had  the 
greatest  change  in  satisfaction  following  PCO.  The  PCO  staff  also  reported  to  be 
satisfied  with  their  scope  of  practice,  although  this  facet  of  satisfaction  did  not  increase 
with  PCO  (Table  46).  Physicians  and  administrative  technicians  had  the  lowest 
satisfaction  with  their  scope  of  practice.  Physicians  and  nurse  practitioners  also  reported 
a  decrease  in  their  satisfaction  with  their  scope  of  practice  following  implementation  of 
PCO.  Medical  technicians  reported  increased  satisfaction  with  their  scope  of  practice. 

Satisfaction  with  patient  relationships. 

Three  facets  of  satisfaction  were  used  to  measure  staff  satisfaction  with  patient 
relationships;  patient  appreciation,  contribution  to  the  lives  of  the  patients,  and  current 
relationships  with  the  patients  (Table  3).  Overall,  the  staff  reported  satisfaction  with  their 
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patient  relationships  and  an  increase  in  this  satisfaction  following  the  implementation  of 
PCO  (Table  47).  This  satisfaction  was  noted  through  all  types  of  staff  members  on  the 
team,  but  especially  among  the  health  care  integrators  and  providers.  Satisfaction  with 
patient  appreciation  was  apparent  through  all  types  of  staff.  They  also  expressed  an 
increase  in  satisfaction  in  this  area  following  the  implementation  of  PCO  (Table  48).  The 
change  in  satisfaction  was  not  as  high  as  the  overall  satisfaction,  especially  among  nurse 
practitioners  and  group  practice  managers,  who  noted  no  change  in  their  satisfaction 
following  PCO. 

The  treatment  team  members  also  reported  to  be  satisfied  with  their  contribution 
to  the  lives  of  the  patients  and  had  a  significant  improvement  in  this  satisfaction 
following  PCO  (Table  49).  The  administrative  technicians  had  the  lowest  satisfaction  in 
this  area.  The  providers  did  not  report  as  much  of  an  increase  in  satisfaction  in  this  area 
as  did  the  other  members  of  the  team.  Health  care  integrators,  medical  technicians,  and 
clinical  nurses  reported  the  greatest  increase  in  satisfaction  in  their  contribution  to  the 
lives  of  the  patients.  Providers  were  also  queried  about  their  current  relationships  with 
their  patients.  They  reported  satisfaction  (greater  than  5  from  all  types  of  providers)  and 
an  increase  in  satisfaction  following  PCO  (Table  50).  The  increase  in  satisfaction  was 
small  compared  to  overall  satisfaction,  but  it  was  significant  for  all  providers  except  for 
nurse  practitioners. 

Satisfaction  with  treatment  team  efficiency. 

Clinic  administrators  on  the  Extent  of  Change  Survey  were  asked  to  report  on  six 
types  of  tools  to  maximize  provider  productivity.  They  stated  if  the  tools  were  used  to 
support  the  optimized  providers  before  and  after  optimization.  Table  51  summarizes 
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their  responses.  All  six  tools  were  utilized  to  a  greater  extent  following  PCO 
implementation.  Nurse  triage  was  utilized  to  the  greatest  extent  (77%  of  the  optimized 
clinics).  Dictation  support  was  utilized  to  the  least  extent  (24%  of  the  optimized  clinics). 
Coding  support  and  charting  support  had  the  greatest  percentage  increase  with  the 
introduction  of  PCO. 

Staff  satisfaction  with  treatment  team  efficiency  was  measured  using  three  facets 
of  satisfaction:  efficient  use  of  patient  time,  efficient  use  of  providers,  and  overall 
efficiency  (Table  3).  Overall,  the  staff  was  satisfied  with  their  efficiency  and  reported  an 
increase  in  satisfaction  following  PCO  (Table  52).  Providers  were  least  satisfied  in  this 
area,  with  physicians  and  nurse  practitioners  both  reporting  dissatisfaction.  Health  care 
integrators,  nurses,  and  medical  technicians  reported  the  greatest  increase  in  satisfaction 
following  PCO. 

Satisfaction  with  the  efficient  use  of  patient  time  was  neutral  for  the  staff,  but  the 
satisfaction  increased  with  the  implementation  of  PCO  (Table  53).  Providers,  especially 
physicians,  were  the  least  satisfied  in  this  area  and  reported  the  least  increase  in 
satisfaction.  Providers  on  PCO  teams  reported  significant  dissatisfaction  with  the  amount 
of  time  that  they  spend  in  activities  not  related  to  patient  care.  Their  satisfaction  in  this 
area  also  decreased  with  the  implementation  of  PCO  (Table  54).  Nurse  practitioners 
were  particularly  dissatisfied  in  this  aspect,  with  a  score  less  than  3.  As  a  whole,  staff 
members  were  satisfied  with  overall  treatment  team  efficiency.  They  also  reported  a 
significant  increase  in  satisfaction  in  this  area  following  PCO  (Table  55).  Providers 
reported  neutral  satisfaction  in  this  area,  but  all  other  staff  members  reported  to  be 
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satisfied.  Most  of  the  staff,  including  the  providers,  stated  that  their  satisfaction  in  this 
area  improved  with  the  advent  of  PCO. 

Satisfaction  with  quality  of  medical  care  provided. 

Overall  satisfaction  with  the  quality  of  medical  care  provided  was  determined  by 
averaging  the  scores  on  four  facets  of  quality  of  care:  satisfaction  with  population  health 
data,  satisfaction  with  the  amount  of  time  available  to  care  for  individual  patients, 
satisfaction  with  the  continuity  of  care,  and  satisfaction  with  overall  quality  of  care 
(Table  3).  The  staff  reported  being  somewhat  satisfied  with  the  quality  of  medical  care 
and  that  their  satisfaction  increased  with  PCO  (Table  56).  Providers  were  less  satisfied 
with  the  quality  of  care  than  the  other  staff  members.  Health  care  integrators  had  the 
largest  increase  in  satisfaction  in  this  area. 

Overall,  the  staff  was  slightly  satisfied  with  the  quality  of  the  population  health 
data  that  they  receive.  This  satisfaction  increased  with  PCO  (Table  57).  Providers, 
especially  physicians,  were  dissatisfied  with  the  data,  but  they  reported  that  their 
satisfaction  increased.  Medical  and  administrative  technicians  were  most  satisfied  with 
the  data  available  to  them.  Providers  were  also  dissatisfied  with  the  amount  of  time  that 
they  had  to  provide  medical  care  for  each  of  their  patients.  Table  58  shows  that  their 
satisfaction  in  this  area  had  also  decreased  significantly  after  the  implementation  of  PCO. 

The  staff,  as  a  whole,  was  satisfied  with  the  continuity  of  care  that  they  deliver  to 
their  patients.  They  also  indicated  that  this  satisfaction  increased  significantly  with  the 
implementation  of  PCO  (Table  59).  All  types  of  workers  reported  satisfaction  in  this  area 
except  nurse  practitioners,  who  reported  neutral  satisfaction.  All  types  of  employees  also 
reported  a  significant  increase  in  satisfaction  in  this  area.  Satisfaction  with  the  overall 
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quality  of  medical  care  provided  was  noted  in  the  staff.  They  also  reported  a  significant 
increase  in  satisfaction  in  this  area  (Table  60). 

Satisfaction  with  pay,  recognition,  and  advancement  opportunities. 

Staff  satisfaction  with  compensation  was  evaluated  using  three  facets:  pay, 
prospects  for  promotion,  and  recognition  (Table  3).  The  staff  was  neutral  in  their 
satisfaction  with  compensation,  and  this  satisfaction  decreased  with  PCO  (Table  61). 
Providers  were  less  satisfied  with  their  total  compensation.  Medical  technicians  and 
administrative  technicians  had  the  largest  decrease  in  satisfaction  following  PCO.  The 
staff  as  a  whole  was  satisfied  with  their  pay,  but  this  satisfaction  decreased  with  the 
advent  of  PCO  (Table  62).  Officers  were  satisfied  with  their  pay,  especially  health  care 
integrators.  Physicians  were  the  least  satisfied  group  of  officers,  with  neutral  satisfaction. 
Enlisted  members  were  less  satisfied  with  their  pay  than  officers.  Health  care  integrators, 
group  practice  managers,  and  clinical  nurses  related  an  increase  in  satisfaction  with  their 
pay  following  PCO.  Medical  technicians  had  a  decrease  in  their  satisfaction.  Providers 
also  tended  to  have  a  decrease  in  their  satisfaction  with  pay,  but  this  difference  was  not 
statistically  significant. 

The  staff,  as  a  whole,  was  satisfied  with  their  prospects  for  promotion,  but  this 
satisfaction  decreased  with  the  implementation  of  PCO  (Table  63).  Nurse  practitioners 
and  administrative  technicians  were  the  least  satisfied  groups  in  this  area.  Health  care 
integrators  and  group  practice  managers  were  the  most  satisfied  groups.  Clinical  nurses 
thought  that  their  prospects  for  promotion  decreased  with  PCO.  The  staff  expressed 
dissatisfaction  with  opportunities  for  recognition  and  awards.  This  dissatisfaction 
increased  with  the  advent  of  PCO  (Table  64).  Medical  technicians  and  administrative 
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technicians  were  the  most  dissatisfied  with  this  factor.  Health  care  integrators  and  group 
practice  managers  were  the  most  satisfied. 

Overall  staff  satisfaction. 

Overall  staff  satisfaction  was  measured  directly  using  one  question;  what  is  your 
overall  satisfaction  with  your  current  position.  To  gage  retention,  the  staff  was  also  asked 
how  likely  they  were  to  separate  from  the  military  at  their  next  opportunity.  The  change 
in  satisfaction  following  the  implementation  of  PCO  was  measured  with  four  questions: 
the  change  in  attitude  on  the  two  questions  above,  would  you  do  it  again,  and  would  you 
recommend  it  to  a  friend  (Table  4).  Overall,  the  staff  members  expressed  satisfaction 
with  their  current  position  and  a  neutral  change  in  satisfaction  following  the 
implementation  of  PCO  (Table  65).  Physicians  and  administrative  technicians  were  the 
least  satisfied.  Health  care  integrators  and  group  practice  managers  the  most  satisfied. 
The  staff  as  a  whole,  expressed  a  neutral  desire  to  separate  at  the  next  opportunity,  with 
less  of  a  desire  to  separate  following  PCO  (Table  66).  Physicians  were  far  more  likely  to 
want  to  separate  than  the  other  types  of  workers.  Health  care  integrators,  group  practice 
managers,  and  clinical  nurses  were  much  less  likely  to  want  to  separate  from  the  military. 
All  types  of  workers  on  the  PCO  teams  stated  that  they  would  accept  the  position  again  if 
offered  and  that  they  would  recommend  the  position  to  a  friend  (Table  67). 

Administrative  technicians  had  the  lowest  scores  on  these  questions.  Averaging  the  four 
direct  questions  related  to  a  change  in  satisfaction  due  to  PCO,  they  related  that  their 
satisfaction  increased  overall  following  the  implementation  of  PCO  (Table  68). 
Administrative  technicians  and  nurse  practitioners  reported  the  lowest  scores  in  this  area, 
reporting  neutral  change  in  overall  satisfaction.  Health  care  integrators,  group  practice 


Patient  Satisfaction,  Staff  Satisfaction,  and  Efficiency  64 


managers,  clinical  nurses,  and  medical  technicians  had  the  highest  increase  in  satisfaction 
following  PCO. 

Inferential  Statistics 

Eighty  different  factors  were  identified  from  the  extent  of  change  survey  and  the 
staff  satisfaction  survey  that  could  impact  on  the  satisfaction  of  the  staff.  These  factors 
were  then  grouped  into  categories  of  variables.  The  first  group  of  variables,  listed  in 
Tables  69  and  70,  are  variables  that  measure  individual  characteristics  like  age,  gender, 
etc.  The  second  group  of  factors  is  variables  concerned  with  the  medical  treatment 
facility  and  its  location  (Table  71).  Manpower  support  factors  were  divided  into  two 
groups  of  variables,  those  obtained  from  the  extent  of  change  survey  (Table  72)  and  those 
obtained  from  the  staff  satisfaction  survey  (Table  73).  Facility  support  variables  are 
listed  in  Table  74  and  contain  measures  such  as  examination  rooms  per  provider.  The 
amount  of  time  that  a  staff  member  spends  in  support  of  optimized  teams  and  the  type  of 
work  they  do  makes  up  a  group  of  variables  called  staff  duties  and  activities  (Tables  75- 
77).  Table  78  includes  workload  indicators  such  as  enrollees  per  provider  and  hours 
worked  per  week.  The  last  group  of  factors  is  called  efficiency  tool  usage  and  is  listed  in 
Table  79. 

Using  SPSS,  these  80  factors  were  correlated  with  four  of  the  ten  satisfaction 
domains:  satisfaction  with  workload,  satisfaction  with  treatment  team,  satisfaction  with 
treatment  team  efficiency,  and  satisfaction  with  compensation.  Workload  and 
compensation  were  chosen  in  an  effort  to  understand  possible  causes  of  dissatisfaction  in 
these  two  lowest  rated  domains.  Treatment  team  and  efficiency  were  chosen  to  better 
understand  causes  behind  these  satisfaction  domains  that  were  significantly  affected  by 
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PCO.  Q  71  Overall  Satisfaction  with  cunent  position  in  military  medicine,  Q  75  Desire 
to  continue  in  the  military,  and  Change  in  overall  satisfaction  with  military  primary  care 
were  also  analyzed  with  Pearson  correlations  and  Stepwise  Multiple  Linear  Regression  to 
better  understand  the  root  causes  behind  overall  staff  satisfaction  (Table  4).  Questions  71 
and  75  were  split  in  the  analysis  because,  in  the  test  for  internal  reliability,  Chronbach’s 
Alpha  was  only  .61.  This  indicated  that  the  staff  members  saw  the  questions  as  two 
separate  issues.  For  overall  satisfaction,  an  analysis  was  performed  on  the  staff  as  a 
whole  and  on  physicians  separately. 

Staff  satisfaction  with  workload. 

Thirteen  factors  were  found  to  be  positively  correlated  with  overall  staff 
satisfaction  with  workload  (Table  80).  The  factor  most  closely  correlated  to  satisfaction 
with  workload  was  the  individual’s  position  on  the  PCO  team.  This  variable  was  coded: 
Provider  =  1,  Nurse  =  2,  Medical  technician  =  3,  Administrative  technician  =  4,  Group 
practice  managers  =  5,  and  Health  care  integrators  =  6.  The  positive  correlation  indicated 
that  group  practice  managers  and  health  care  integrators  were  more  satisfied  with  their 
workload  than  were  the  providers  (Table  16).  Five  of  the  13  factors  pertained  to 
manpower  support.  Nursing,  administrative,  and  medical  technician  support  were  all 
related  to  higher  satisfaction  with  workload.  Activities  that  were  related  to  higher  staff 
satisfaction  in  this  area  included  patient  education,  residency  training,  and  staff  training. 
Clinical  preventive  services  support  and  coding  support  were  positively  con-elated  with 
satisfaction  in  this  domain.  Providers  who  were  academy  graduates  and  staff  members 
assigned  to  a  base  within  the  continental  US  were  also  more  satisfied  with  their 


workload. 
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The  seven  factors  found  to  be  negatively  related  to  overall  staff  satisfaction  with 
workload  are  listed  in  Table  81.  Hours  worked  per  week  and  the  change  in  the  hours 
worked  per  week  were  the  two  highest  rated  negative  factors.  Type  of  employee  was 
coded:  1  =  contractor,  2  =  civil  servant,  3  =  military  enlisted,  and  4  =  military  officer. 
Negative  con-elation  with  the  type  of  employee  indicated  that  contractors  and  government 
service  employees  were  more  satisfied  than  active  duty  personnel.  Type  of  provider  was 
coded;  1  =  medical  doctor,  2  =  doctor  of  osteopathy,  3  =  nurse  practitioner,  and  4  = 
physician  assistant.  The  negative  correlation  showed  that  physicians  were  more  satisfied 
with  their  workload  than  physician  assistants  and  nurse  practitioners.  Older  staff 
members  were  also  less  satisfied  with  their  workload  as  indicated  by  the  negative 
correlation  with  age.  Activities  that  were  related  to  lower  satisfaction  with  workload 
included  administration  and  outpatient  care. 

Table  82  shows  the  results  of  the  stepwise  linear  regression  for  overall  satisfaction 
with  workload  in  the  PCO  teams.  The  best  model  from  the  regression  had  a  coefficient 
of  determination  of  .180  and  was  highly  significant.  The  coefficient  of  determination  is 
the  shared  variance,  or  the  amount  of  variance  in  the  dependent  variable  that  is  accounted 
for  by  variance  of  the  independent  variable.  Hours  worked  per  week  and  percent  of  time 
in  administration  were  both  negatively  related  to  satisfaction  with  workload.  Figure  2 
illustrates  the  effect  of  hours  worked  per  week  on  overall  satisfaction  with  workload. 

The  greatest  satisfaction  was  noted  from  staff  members  who  worked  35-40  hours  per 
week.  The  satisfaction  dropped  off  for  staff  members  who  worked  more  or  less  than  this 
amount.  Satisfaction  with  workload  decreased  the  most  at  about  50  hours  per  week  and 
65  hours  per  week.  Activities  in  administration  were  related  to  lower  satisfaction  with 
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workload,  while  activities  in  patient  education  were  related  to  higher  satisfaction  in  this 
area.  Clinical  preventive  services  support  and  nursing  support  were  also  related  to 
increased  satisfaction.  Male  workers  were  significantly  more  satisfied  than  females.  The 
staff  position  was  also  significant  in  the  regression  model. 

Staff  satisfaction  with  the  treatment  team. 

Nineteen  of  the  80  variables  considered  in  this  study  were  positively  correlated  to 
staff  satisfaction  with  the  treatment  team  (Table  83).  Out  of  the  19  variables,  8  were 
related  to  manpower  support.  Manpower  support  variables  also  had  the  highest  Pearson 
correlations,  filling  5  of  the  top  7  spots  on  the  list.  All  types  of  manpower  support  were 
related  to  satisfaction  with  the  treatment  team  except  for  group  practice  manager  support. 
Increased  productivity  was  also  positively  related  to  this  satisfaction  domain,  both  self- 
reported  productivity  and  productivity  as  reported  by  the  administrator.  Three  variables 
of  facility  support  were  also  found  to  be  important  for  satisfaction  with  the  treatment 
team.  Activities  that  were  related  to  satisfaction  in  this  area  included  patient  education 
and  staff  training.  Coding  support  and  nurse  managed  clinics  were  two  efficiency  tools 
that  were  related  to  satisfaction  with  the  treatment  team. 

Factors  that  were  negatively  related  to  overall  staff  satisfaction  with  the  treatment 
team  were  headed  by  the  change  in  the  number  of  hours  worked  per  week  and  the  total 
number  of  hours  worked  per  week  (Table  84).  An  increase  in  the  percent  of  time  spent  in 
military  activities  was  also  related  to  decreased  satisfaction  with  the  treatment  team. 
Contractors  and  government  service  employees  were  more  satisfied  with  the  treatment 
team  than  military  personnel. 
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A  stepwise  multiple  linear  regression  on  overall  satisfaction  with  the  treatment 
team  resulted  in  a  model  with  six  variables,  a  coefficient  of  determination  of  .147  and  a 
p-value  of  .000  (Table  85).  Nearly  15%  of  the  variance  in  overall  satisfaction  was 
explained  by  the  six  variables  utilized  in  the  model.  Medical  technician  and  nurse 
manning  were  both  significantly  related  to  satisfaction  with  the  treatment  team. 

Activities  involving  patient  education  were  also  related  to  increased  staff  satisfaction  in 
this  area.  Coding  support  was  the  only  efficiency  tool  that  was  significant,  increasing 
satisfaction  with  the  treatment  team. 

Staff  satisfaction  with  treatment  team  efficiency. 

Fifteen  variables  were  found  to  have  a  positive  correlation  with  treatment  team 
efficiency  (Table  86).  The  individual’s  position  on  the  staff  was  the  most  significant 
factor,  with  a  correlation  of  .167.  This  indicated  that  group  practice  managers  and  health 
care  integrators  were  more  satisfied  with  treatment  team  efficiency  than  providers  (Table 
52).  Manpower  support  factors  accounted  for  five  of  the  significant  variables,  and  three 
of  the  top  six  variables.  Nurse,  medical  technician,  and  administrative  technician  support 
were  all  positively  related  to  satisfaction  with  treatment  team  efficiency.  Patient 
education  and  staff  training  activities  were  also  correlated  with  satisfaction  with 
efficiency.  Facility  support  correlated  positively  with  satisfaction  with  overall  efficiency 
in  three  areas:  the  number  of  examination  rooms,  the  number  of  treatment  rooms,  and  the 
provision  of  additional  patient  care  rooms  with  the  implementation  of  PCO. 

Five  factors  were  identified  with  Pearson  correlations  to  be  negatively  related  to 
satisfaction  with  treatment  team  efficiency  (Table  87).  Hours  worked  per  week,  and  the 
change  in  the  number  of  hours  worked  per  week  were  the  number  1  and  number  3 
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variables  respectively.  Type  of  employee  was  the  number  two  factor,  indicating  that 
contractors  and  civil  service  employees  were  more  satisfied  with  treatment  team 
efficiency  than  military  personnel.  The  activity  that  was  negatively  related  to  satisfaction 
with  efficiency  was  outpatient  care.  The  utilization  of  nurse  triage  was  also  negatively 
related  to  satisfaction  with  treatment  team  efficiency. 

Multiple  linear  regression  resulted  in  a  model  with  a  coefficient  of  determination 
of  .138,  and  a  p-value  of  .000  (Table  88).  Nine  factors  were  identified  in  the  model  as 
being  significant  to  predict  satisfaction  with  treatment  team  efficiency.  Patient  education 
and  staff  training  were  again  identified  as  important  activities.  Nurse  support  was  the 
second  most  significant  factor.  The  number  of  patient  care  rooms  available  for  the 
treatment  team  was  also  found  to  be  significant.  Military  staff  members  were  less 
satisfied  than  contractors  and  civil  servants.  Males  were  more  satisfied  than  females. 

The  only  negative  correlation  in  the  model  was  the  change  in  the  number  of  hours 
worked  per  week. 

Satisfaction  with  compensation. 

Pearson  correlations  of  the  80  independent  variables  against  overall  satisfaction 
with  compensation  in  the  Air  Force  PCO  teams  revealed  13  factors  to  be  positively 
correlated  (Table  89).  Unlike  other  satisfaction  domains,  in  regard  to  satisfaction  with 
compensation,  the  type  of  employee  was  positively  related.  Figure  3  demonstrates  that, 
in  actuality,  civil  servants  had  the  lowest  satisfaction  in  this  area,  followed  by  enlisted 
members,  officers,  and  contractors.  Age  and  experience  in  medicine  were  also  associated 
with  satisfaction  with  compensation.  Manpower  support  was  found  to  be  important  in 
satisfaction  with  compensation,  including  administrative  support,  nursing  support,  health 
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care  integrators,  and  group  practice  managers.  Dictation  support  was  noted  to  be 
positively  related  to  satisfaction  with  compensation,  as  was  the  change  in  dictation 
support. 

Four  variables  were  found  to  be  inversely  related  to  overall  satisfaction  with 
compensation  (Table  90).  Productivity  was  the  most  important  variable  with  a  Pearson 
correlation  of -.197.  As  productivity  increased,  satisfaction  with  overall  compensation 
decreased  (Figure  4).  The  decrease  in  satisfaction  was  greatest  at  130  patients  per  week. 
Hours  worked  per  week  was  also  negatively  related  to  satisfaction  with  compensation. 
The  two  activities  that  were  inversely  related  to  satisfaction  with  compensation  were 
outpatient  care  and  research. 

Stepwise  multiple  linear  regression  resulted  in  a  model  for  satisfaction  with 
compensation  that  had  a  coefficient  of  determination  of  .088  (Table  91).  Six  variables 
were  used  in  the  model.  Employee  factors  comprised  three  of  the  six  factors.  The  type 
of  employee,  staff  position,  and  age  were  all  positively  related  to  satisfaction.  The 
change  in  dictation  support  was  also  related  to  increased  satisfaction.  The  only  inverse 
relationship  found  to  be  significant  in  the  linear  regression  was  the  change  in  the  number 
of  hours  worked  per  week.  Staff  members  who  worked  the  same  number  of  hours  per 
week  or  less  were  satisfied  with  their  compensation.  Those  who  worked  more  than 
before  PCO  had  increasingly  less  satisfaction  the  more  they  worked  (Figure  5). 

Overall  staff  satisfaction. 

Sixteen  of  the  80  factors  were  found  to  be  significantly  correlated  with  the  staffs 
overall  satisfaction  in  a  positive  manner  (Table  92).  Type  of  provider  had  the  highest 
correlation,  indicating  that  nurse  practitioners  and  physician  assistants  were  more 
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satisfied  than  physicians  (Table  65).  The  staff  position  was  also  significantly  related  to 
satisfaction,  with  group  practice  managers  (GPMs)  and  health  care  integrators  (HCIs) 
being  more  satisfied  than  providers.  Percent  of  time  in  patient  education,  staff  training, 
and  military  activities  were  staff  activities  that  were  related  to  increased  overall 
satisfaction.  Self-reported  support  was  also  found  to  be  positively  related  to  overall 
satisfaction.  Nursing,  health  care  integrators,  group  practice  managers,  and  additional 
manning  with  the  implementation  of  PCO  were  correlated  to  increased  satisfaction. 
Additional  patient  care  rooms  related  to  increased  satisfaction.  Older  staff  members  and 
staff  members  who  were  contractors  were  also  related  to  increased  satisfaction. 

Ten  separate  factors  were  found  to  be  negatively  related  to  overall  satisfaction 
(Table  93).  Four  of  the  ten  significant  factors  were  from  the  workload  indicators  group. 
The  two  most  significant  factors  involved  the  hours  per  week  that  the  staff  member 
worked.  Both  the  total  hours  worked  per  week  and  the  change  in  the  number  of  hours 
worked  per  week  were  related  to  lower  staff  satisfaction.  Three  efficiency  tools  were 
found  to  be  negatively  related  to  overall  staff  satisfaction:  nurse  triage,  charting  support, 
and  nurse  managed  clinics.  The  percentage  of  time  spent  in  outpatient  care  was  also 
negatively  related  to  staff  satisfaction. 

A  stepwise  linear  regression  was  performed  using  these  variables.  Table  94 
shows  the  results  of  the  regression.  The  regression  resulted  in  a  model  that  had  a 
coefficient  of  determination  of  .055  and  a  p-value  of  .000.  Four  variables  were  found  to 
be  significant  using  this  tool.  Type  of  employee  was  negatively  related  to  overall 
satisfaction,  indicating  that  contractors  and  civil  servants  were  more  satisfied  than 
military  personnel.  Figure  6  breaks  out  the  overall  satisfaction  in  the  four  groups  of 
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employees.  Contractors  had  the  highest  satisfaction,  followed  by  civil  servants,  military 
officers,  and,  last,  military  enlisted.  Total  experience  in  federal  medicine  was  positively 
related  to  satisfaction.  Figure  7  demonstrates  that  satisfaction  is  lowest  at  5-10  years  of 
military  service  and  then  increases  gradually  until  25  years  of  federal  medical  experience, 
when  it  increases  substantially.  The  change  in  the  amount  of  time  that  a  staff  member 
spends  in  staff  training  was  also  found  to  be  significantly  related  to  satisfaction. 
Individuals  who  had  more  time  to  spend  in  staff  education  were,  on  average,  more 
satisfied.  Staff  members  who  claimed  that  their  teams  had  at  least  14  nurse  for  each  of 
their  providers  had  higher  satisfaction  than  those  staff  members  who  denied  such  nursing 
support.  The  teams  with  nursing  support  had  a  mean  satisfaction  of  4.2,  those  did  not 
have  nurse  support  had  an  average  overall  satisfaction  of  3.8  (Appendix  F). 

The  change  in  overall  satisfaction  for  the  PCO  team  members  was  found  to  have 
19  factors  that  were  positively  related  to  it  (Table  95).  Eight  of  the  factors  were  related  to 
manpower  support.  Four  of  the  top  six  variables  were  self-reported  manpower  support. 
Facility  support  was  also  important  with  3  significant  factors  positively  correlated  with 
change  in  staff  satisfaction.  Patient  education,  staff  training,  and  military  activities  were 
all  associated  with  increased  change  in  satisfaction. 

Nine  negative  correlations  with  the  change  in  overall  staff  satisfaction  were  noted 
on  the  correlation  analysis  (Table  96).  Three  of  these  were  workload  indicators:  hours 
worked  per  week,  the  change  in  hours  worked  per  week,  and  the  change  in  the  number  of 
enrollees  per  provider.  High  administrative  duties  and  increasing  administrative  duties 
were  both  related  to  decreasing  staff  satisfaction.  In  enlisted  members,  the  enlisted  rank 
was  correlated  with  decreasing  satisfaction.  Gender  was  also  negatively  correlated  with 
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change  in  satisfaction,  indicating  that  females  (coded  0)  were  more  satisfied  with  the 
change  than  males  (coded  1). 

The  linear  regression  for  change  in  overall  staff  satisfaction  resulted  in  a  model 
with  a  coefficient  of  determination  of  .222  and  a  p-value  of  .000  (Table  97).  This  model 
explained  over  22%  of  the  variation  in  satisfaction  with  eleven  independent  variables. 
The  change  in  the  hours  worked  per  week  and  the  change  in  the  number  of  enrollees  per 
provider  were  both  negatively  related  to  the  change  in  satisfaction  in  the  final  model. 

The  change  in  the  hours  worked  per  week  showed  a  significant  downward  trend  when 
plotted  against  the  change  in  satisfaction  (Figure  8).  Percent  of  time  in  administration 
was  also  negatively  related,  as  was  the  gender  of  the  staff  member.  Female  staff 
members  were  more  satisfied  with  an  average  score  of  4.43  verses  males  who  averaged 
4. 17  on  this  measure  (Appendix  G).  Two  efficiency  tools  were  noted  to  be  related  to 
increased  satisfaction:  charting  support,  and  nurse  managed  clinics.  Two  manpower 
factors  were  also  related  to  increased  staff  satisfaction:  group  practice  managers  per 
provider,  and  administrative  technicians  per  provider.  Staff  training  and  patient 
education  were  both  activities  that  were  related  to  increased  staff  satisfaction. 

The  desire  to  continue  in  the  military  was  also  analyzed  using  Pearson’s 
correlation  and  stepwise  multiple  linear  regression.  Table  98  shows  the  positive 
correlations  for  the  entire  staff.  Individual  characteristics  had  the  biggest  impact  on 
desire  to  continue  in  the  military.  Age,  experience  in  medicine,  and  experience  in 
military  medicine  were  the  top  three  correlations.  Staff  position  was  important,  with 
health  care  integrators  and  group  practice  managers  being  more  desirous  to  remain  in  the 
military  than  providers.  Enlisted  rank  also  had  a  positive  correlation  with  desire  to 
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continue  in  the  military.  Patient  education,  staff  training,  and  administration  were  the 
activities  that  were  positively  related  with  desire  to  continue  in  the  military.  Manpower 
support  played  a  role  as  well:  nurses  and  health  care  integrators  were  both  associated  with 
greater  desire  to  continue  in  the  military.  Having  adequate  facilities  to  provide  medical 
care  also  played  a  role  in  the  staffs  desire  to  continue  in  the  military. 

Table  99  lists  the  factors  that  were  negatively  correlated  with  desire  to  remain  in 
the  military.  Workload  indicators  were  represented  the  most  in  this  list.  Hours  worked 
per  week,  change  in  hours  worked  per  week,  enrollees  per  provider,  and  change  in 
enrollees  per  provider  were  all  related  to  a  decreased  desire  to  continue  in  the  military. 
The  number  one  correlation,  an  activity  variable,  was  the  percent  of  time  in  outpatient 
care.  Three  efficiency  tools  were  also  correlated  negatively  with  desire  to  remain  in  the 
military.  Charting  support,  change  in  charting  support  and  nurse  managed  clinics  were 
all  associated  with  a  lower  desire  to  continue  in  the  military.  Unlike  enlisted  rank,  which 
was  positively  correlated  with  this  characteristic,  officer  rank  was  inversely  related. 
Contractors  and  civil  servants  were  also  more  likely  to  want  to  continue  in  the  military 
than  active  duty  personnel. 

The  stepwise  multiple  linear  regression  resulted  in  a  model  with  five  variables 
that  were  significant  (Table  100).  The  coefficient  of  determination  for  the  model  was 
.088  with  5  degrees  of  freedom  and  was  highly  significant  (p  .000).  Most  of  the  factors 
that  were  negatively  related  to  desire  to  continue  in  the  military  were  not  significant  when 
all  factors  were  considered  together.  Staff  position  was  the  most  significant  factor, 
showing  the  HCIs  and  GPMs  are  more  likely  to  continue  than  are  providers.  Older  staff 
members  were  also  more  like  to  continue  in  the  military.  Nursing  support  also  was  found 
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to  be  important.  The  percent  of  time  that  the  staff  member  spent  in  staff  training  was 
positively  related  to  a  desire  to  continue  in  the  military,  but  the  percent  of  time  in 
administration  was  negatively  related. 

Physician  overall  satisfaction. 

Seven  variables  were  found  to  be  positively  correlated  to  overall  physician 
satisfaction  on  the  PCO  teams  (Table  101).  Of  these,  three  were  related  to  manpower 
support.  Self-reported  administrative  and  nursing  support  were  both  related  to  higher 
physician  satisfaction.  Additional  manning  with  the  implementation  of  PCO  also  was 
related  to  increased  satisfaction.  Experience  appears  to  play  an  important  role  in  overall 
satisfaction.  Both  experience  in  federal  medicine  and  experience  in  medicine  were 
related  to  increased  overall  satisfaction.  Figure  9  demonstrates  that  physicians  with  less 
than  5  years  of  experience  had  the  lowest  satisfaction.  Physicians  with  over  20  years  of 
experience  had  the  greatest  satisfaction.  Of  the  efficiency  tools,  only  dictation  support 
was  related  to  overall  satisfaction  in  physicians. 

Two  factors  were  found  to  be  negatively  related  to  physician  satisfaction  on  PCO 
teams  (Table  102).  Facility  utilization  of  nurse  triage  to  screen  patients  for  the  need  for 
urgent  appointments  was  negatively  related  to  overall  physician  satisfaction.  Type  of 
employee  was  also  negatively  correlated  indicating  that  contractors  and  government 
service  physicians  were  more  satisfied  than  military  providers.  Contractor  physicians  had 
an  average  satisfaction  of  5,  government  service  physicians,  6.5  and  military  physicians, 
3.71  (Appendix  H). 

The  stepwise  linear  regression  for  overall  physician  satisfaction  developed  a 
model  that  had  a  coefficient  of  determination  of  .281,  and  a  p-value  of  .000.  Five 
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variables  were  included  in  the  regression  model  (Table  103).  Four  factors  were 
positively  related  to  satisfaction:  additional  patient  care  rooms,  charting  support, 
administrative  support,  and  medical  school  training  from  the  Uniformed  Services 
University  of  the  Health  Sciences.  Of  the  four  positive  factors,  administration  support 
had  the  largest  effect  on  satisfaction.  The  mean  satisfaction  for  those  physicians  who 
stated  that  they  did  not  have  administrative  support  was  3.4.  For  those  physicians  who 
had  administrative  support  it  was  4.1.’  The  other  variables  were  statistically  significant, 
but  did  not  have  as  large  of  an  impact  (Appendix  I).  One  factor  was  negatively  related  to 
satisfaction,  the  change  in  the  number  of  enrollees  per  provider. 

Fourteen  factors  were  found  to  be  positively  related  to  the  physician’s  change  in 
overall  satisfaction  (Table  104).  Four  of  the  fourteen  variables  were  related  to 
manpower.  Administrative  support,  nursing  support,  medical  technician  support,  and 
additional  manpower  support  with  the  implementation  of  PCO  were  all  related  to 
increased  physician  satisfaction.  Physician  activities  that  were  related  to  increasing 
satisfaction  included  military  activities,  staff  training,  and  residency  training.  The 
number  of  patient  treatment  rooms  per  provider  was  also  positively  related  to  the  change 
in  their  satisfaction.  Two  efficiency  tools  were  related  to  an  increase  in  physician 
satisfaction:  coding  support  and  nurse  managed  clinics.  Only  two  factors  were  found  to 
be  negatively  related  to  the  change  in  physician  satisfaction:  hours  worked  per  week,  and 
the  change  in  the  number  of  hours  worked  per  week  (Table  105).  Figures  10  and  1 1 
show  the  relationship  between  workweek  and  the  change  in  satisfaction. 

Multiple  linear  regression  on  the  change  in  overall  satisfaction  in  physicians 
resulted  in  6  variables  being  used  to  create  a  model  with  a  coefficient  of  determination  of 
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.427,  and  a  p-value  of  .000  (Table  106).  Nearly  43%  of  the  variability  of  the  change  in 
overall  physician  satisfaction  could  be  predicted  with  6  variables.  The  change  in  the 
hours  worked  per  week  was  the  most  significant  variable.  Figure  1 1  demonstrates  that 
physicians  were  satisfied  when  the  worked  the  same  number  of  hours  or  fewer,  but  were 
increasing  unsatisfied  when  they  worked  longer  hours.  Manpower  support  was  also 
important.  Administrative  support  and  medical  technician  support  were  both  associated 
with  increased  physician  satisfaction.  Activities  that  were  correlated  with  increased 
satisfaction  included  staff  training  and  military  activities.  Dictation  support  was  noted  to 
be  negatively  related  to  satisfaction.  It  was,  however,  not  significant  on  a  Univariate 
Analysis  of  Variance  (Appendix  J).  Of  the  dichotomous  variables,  administrative  support 
seemed  to  be  the  most  important.  Providers  without  administrative  support  had  a 
satisfaction  of  3.81.  Those  with  the  support  had  an  average  satisfaction  of  4.56 
(Appendix  K). 

For  physicians,  the  desire  to  remain  in  the  military  was  strongly  correlated  to  their 
age  and  experience  (Table  107).  Experience  in  medicine,  experience  in  military 
medicine,  officer  rank,  and  age  were  all  related  to  the  physician’s  desire  to  remain  in  the 
military.  Prior  military  training  was  also  positively  related  to  the  desire  continue  in  the 
military.  ROTC  graduation  and  USUHS  medical  training  were  both  predictive  of  a 
greater  desire  to  remain  in  the  military.  Activities  that  were  associated  with  higher  desire 
to  remain  in  the  military  include  residency  training  and  military  activities.  Dictation 
support  was  the  only  efficiency  tool  that  was  positively  related  to  physician  retention. 

The  MAJCOM  to  which  the  physician  was  assigned  was  also  positively  related  to 
physician  retention.  Figure  12  displays  the  MAJCOMs  and  their  physicians’  desire  to 
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remain  in  the  military.  Physicians  assigned  to  bases  overseas  had  higher  desires  to 
remain  in  the  military  than  physicians  in  MAJCOMs  that  were  in  the  continental  US 
(Appendix  L). 

Several  of  the  negative  correlations  were  similar  to  the  positive  correlations 
(Table  108).  Physicians  who  were  assigned  to  the  continental  US  were  less  likely  to 
continue  in  the  military  than  those  serving  overseas.  Physicians  who  went  through 
medical  school  on  an  HPSP  scholarship  were  less  likely  to  continue  in  the  military  than 
those  who  obtained  their  training  in  other  manners.  Active  duty  physicians  were  less 
likely  to  want  to  continue  in  military  medicine  than  contractors.  Self-reported 
productivity  was  also  negatively  related  to  a  physician’s  desire  to  continue  in  the  military. 
Figure  13  displays  physician  desire  to  continue  in  the  military  stratified  by  outpatients 
seen  per  week.  The  biggest  drop  in  satisfaction  occurs  at  50  -  70  patients  per  week. 

Linear  regression  of  the  80  independent  variables  against  the  dependent  variable 
“desire  to  continue  in  the  military”  resulted  in  a  model  with  31%  shared  variance  (Table 
109).  Military  training  at  USUHS  or  ROTC  was  positively  related  to  a  desire  to  remain 
in  the  military.  Percent  of  time  in  staff  training  was  also  related  to  physician  retention. 
Additional  patient  care  rooms  and  administrative  support  were  the  last  two  variables  that 
were  related  to  an  increased  desire  to  remain  in  the  military.  The  model  had  a  coefficient 
of  determination  of  .311  and  was  highly  significant  (p  of  .000). 

Patient  Satisfaction 

Of  the  88  clinics  identified  on  the  extent  of  change  survey  as  being  optimized 
between  1  January  and  1  September  2000,  59  were  positively  identified  in  the  MHS 
database.  The  majority  of  the  clinics  that  were  not  identified  in  the  database  were  from 
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overseas  locations  where  the  monthly  MHS  survey  is  not  utilized.  SPSS  was  utilized  to 
weight  the  results,  and  to  calculate  an  average  patient  satisfaction  for  each  clinic  for  the 
time  period  1  September  to  30  November  1999  and  1  September  to  30  November  2000. 
These  satisfaction  averages  were  then  entered  back  into  SPSS  in  a  paired  fashion  to  look 
for  a  difference  between  the  scores  for  each  clinic  before  and  after  PCO.  The  results  are 
listed  in  Table  110.  Both  overall  satisfaction  questions,  overall  satisfaction  with  clinics, 
and  overall  satisfaction  with  medical  care  increased  slightly  after  the  implementation  of 
PCO,  but  this  increase  was  not  statistically  significant.  The  quality  average  and  the 
interpersonal  relationship  average  also  increased  slightly  with  the  implementation  of 
PCO,  but  the  access  average  remained  unchanged.  These  differences  were  also  found  to 
not  be  statistically  significant.  Of  the  six  facets  of  satisfaction  in  the  access  domain,  three 
of  the  facets  increased  between  1999  and  2000,  while  three  of  them  decreased.  Office 
wait  time,  appointment  wait  time,  and  ease  of  making  a  telephone  appointment  were  all 
facets  of  satisfaction  that  decreased.  Of  the  three  facets  that  increased  in  satisfaction,  the 
referral  for  specialty  care  increased  the  most,  but  was  still  not  found  to  be  significant.  All 
of  the  ten  facets  in  quality  and  interpersonal  relationship  increased  between  1999  and 
2000.  How  much  the  patient  was  helped  and  how  well  the  care  met  the  patient’s  needs 
increased  the  most.  None  of  these  increases  were  found  to  be  statistically  significant. 

Comparing  the  before  and  after  statistics  of  the  58  clinics  that  were  optimized 
between  January  and  August  2000,  there  appeared  to  be  a  slight  increase  in  patient 
satisfaction.  The  increase  in  satisfaction  was  mostly  in  the  quality  of  care  and 
interpersonal  relations  domains.  Despite  this  apparent  trend,  none  of  the  increases  in 
satisfaction  were  statistically  significant.  For  patient  satisfaction,  the  null  hypothesis 
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must  be  accepted,  there  is  no  difference  in  patient  satisfaction  with  the  implementation  of 
primary  care  optimization. 

Discussion 

Efficiency  and  Patient  Satisfaction 

Primary  care  optimization  in  the  Air  Force  increased  productivity  in  primary  care 
clinics  21  to  37  percent,  depending  on  how  it  was  measured.  This  was  expected,  in  that  it 
was  the  main  reason  that  the  program  was  set  up.  Metrics  were  also  set  up  at  the  Air 
Force  level  to  track  enrollment  per  provider  and  patients  seen  per  day.  These  metrics 
were  emphasized  from  the  highest  level  and  MTF  commanders  were  encouraged  to 
improve  their  performance  in  these  areas. 

Providers  in  the  Air  Force  PCO  teams  reported  seeing  an  average  of  1 15  patients 
per  week  in  2000.  This  productivity  compares  favorably  with  civilian  self-reported 
productivity.  Guglielmo  (1996)  in  his  survey  of  office-based  private  practice  physicians 
reported  that  family  practitioners  saw  114  outpatients  per  week,  pediatricians  saw  120 
outpatients  per  week,  internists  saw  80  outpatients  per  week,  and  general  practitioners 
saw  90  outpatients  per  week.  Similarly,  Preston  (1999)  reported  average  productivity  of 
120  outpatients  per  week  for  family  practitioners,  121  outpatients  per  week  for 
pediatricians,  90  outpatients  per  week  for  internists,  and  93  outpatients  per  day  for 
general  practitioners.  Both  of  these  studies  utilized  self-reported  data  and  therefore 
should  be  comparable  to  the  self-reported  workload  data  that  was  collected  in  this  study. 

An  outcome  that  was  not  known  was  the  effect  that  this  emphasis  on  increased 
productivity  would  have  on  patient  satisfaction.  On  one  hand,  it  would  seem  that  it 
would  decrease  patient  satisfaction.  Enrolling  more  patients  to  each  provider  could  make 
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it  more  difficult  for  the  patients  to  gain  access  to  their  providers.  Nurse  triage,  which  was 
utilized  67%  more  after  the  implementation  of  PCO,  could  make  it  more  difficult  for  a 
patient  to  make  an  appointment  when  the  patient  feels  that  he  needs  the  appointment. 
Greater  through-put  could  also  increase  the  office  wait  time  for  patients,  or  make  it  more 
difficult  for  patients  to  communicate  with  their  providers  on  the  telephone.  In  order  to 
accommodate  more  patients  per  day,  providers  may  need  to  schedule  shorter 
appointments  and  spend  less  time  with  their  patients  during  each  appointment.  Providers 
may  not  have  as  much  time  to  explain  their  disease,  the  treatment,  or  the  tests  that  have 
been  ordered.  Patients  could  perceive  this  as  less  thorough  treatment  or  that  the  provider 
has  less  of  an  interest  in  them.  DeBakker  (1991)  reported  that  patients  who  spent  more 
time  with  their  providers  were  more  satisfied  with  the  care  they  received.  Of  these 
possible  effects,  only  three  aspects  of  patient  satisfaction  with  access  were  noted  to 
decrease  after  PCO  implementation.  Office  wait  time,  appointment  wait  time,  and  ease 
of  making  phone  appointment  all  decreased,  but  the  decrease  was  slight  and  was  not 
statistically  significant.  No  negative  effects  on  patient  satisfaction  with  quality  of  care  or 
patient  satisfaction  with  interpersonal  relationships  were  found  with  the  implementation 
of  PCO. 

The  potential  negative  effects  on  patient  satisfaction  from  increasing  productivity 
in  primary  care  providers  possibly  was  mitigated  by  positive  effects  from  the  program. 
Before  initiating  the  program,  PCO  teams  were  trained  in  how  to  operate  more 
efficiently.  The  teams  were  encouraged  to  care  for  their  patients  as  a  team.  They  were 
then  set  up  with  a  defined  population  and  the  requisite  support  staff.  Facilities  were  not 
immediately  given  additional  manpower  or  funding  to  implement  PCO,  MTF 
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commanders  were  encouraged  to  move  staff  internally  to  provide  more  support  to  the 
optimized  providers  until  additional  manpower  authorizations  could  be  generated  two 
years  later.  Forty-five  percent  of  the  providers  stated  that  they  received  more  support 
staff  than  they  had  before  optimization.  This  allowed  them  to  spend  more  of  their  time 
providing  patient  care.  Patients  were  also  informed  of  the  name  of  their  provider,  and 
their  care  team.  For  most  patients  this  was  a  new  concept.  Primary  care  manager  by 
name  was  not  yet  implemented  in  the  Air  Force  when  PCO  was  started. 

The  changes  that  occurred  in  PCO  along  with  the  increases  in  productivity  would 
be  expected  to  have  a  positive  effect  on  several  areas  of  patient  satisfaction.  Increased 
efficiency  of  providers  would  result  in  more  appointment  availability,  a  shorter  office 
wait  time,  shorter  appointment  wait  time,  and  shorter  time  to  return  calls  if  they  were 
caring  for  the  same  number  of  patients.  Nurses  would  help  to  make  specialty  referrals 
and  return  telephone  calls.  Patients  having  their  own  provider  and  a  designated  treatment 
team  to  manage  their  care  tend  to  be  more  satisfied  with  their  quality  of  care  (Schmitt, 
1997).  If  the  treatment  team  knows  their  patients  and  treats  them  differently  because  of 
this  increased  familiarity,  the  patient  may  also  perceive  a  greater  personal  interest  and 
greater  friendliness  and  staff  courtesy. 

The  positive  effects  of  PCO  on  patient  satisfaction  appear  to  have  at  least 
counteracted  the  negative  effects,  and  may  have  resulted  in  increased  overall  satisfaction. 
The  greatest  positive  effects  appear  to  have  been  in  quality  of  care  and  inteipersonal 
relationship.  It’s  interesting  to  note  that  these  areas  were  also  rated  high  on  the  staff 
satisfaction  survey.  Of  the  ten  satisfaction  domains,  patient  relations  was  rated  first  in 
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overall  satisfaction  and  second  in  change  in  satisfaction.  Quality  of  care  was  rated  third 
highest  in  both  overall  satisfaction  and  in  change  in  satisfaction  (Table  111). 

The  effect  of  PCO  on  patient  satisfaction  was  difficult  to  evaluate  and  may  be  the 
weakest  aspect  of  the  study.  PCO  is  a  new  concept  in  the  Air  Force  and  most  facilities 
had  not  optimized  all  of  the  providers  in  their  clinics.  Most  of  the  clinics  that  were 
utilized  in  the  study  had  only  optimized  a  portion  of  their  providers.  Provider-level 
patient  satisfaction  data  was  not  available  for  this  study.  Only  clinic  level  data  were 
available,  which  resulted  in  including  many  patients  in  the  study  who  had  not  changed 
their  care  from  non-optimized  to  optimized  care.  Because  of  this  weakness  in  the  study, 
a  type  two  error  may  have  occurred.  A  real  change  in  patient  satisfaction  might  have 
occurred  which  was  not  detected  by  the  study. 

Staff  Satisfaction 

Activity  Analysis 

The  intent  of  primary  care  optimization  was  to  provide  more  support  for  providers 
so  that  they  could  spend  more  time  in  patient  care  activities.  The  activity  analysis  was 
performed  to  quantify  the  extent  to  which  this  had  occurred.  It  was  surprising  to  learn 
that  this  program  resulted  in  only  .4%  more  of  the  providers’  time  being  spent  in 
outpatient  care  (Table  10).  In  fact,  if  total  patient  care  is  considered,  there  was  a  net 
decrease  of  nearly  1%  of  the  provider’s  time  being  spent  in  combined  inpatient  and 
outpatient  care.  Staff  training  and  administration  activities  both  increased  with  the  onset 
of  PCO.  Additional  time  in  staff  training  may  be  a  temporary  issue  with  the  start-up  of  a 
new  program.  The  requirement  for  this  training  will  probably  decrease  as  the  teams 
mature.  An  increase  in  administration  duties,  however,  is  difficult  to  explain.  As 
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previously  noted,  administrators  reported  increasing  support  staff  for  the  providers  an 
average  of  1.1  staff  per  provider  (Table  19).  Forty-five  percent  of  providers  themselves 
stated  that  they  received  additional  support  staff  when  PCO  was  implefnented  (Table  20). 
However,  providers  are  continuing  to  use  over  11%  of  their  time  on  administration  (Table 
10).  Some  additional  administration  may  be  from  having  a  larger  team  to  lead.  Job 
evaluations  would  need  to  be  written  for  these  additional  staff  members.  There  would 
also  be  additional  paperwork  to  submit  the  staff  for  awards,  decorations,  and  other 
recognition.  The  new  program  itself  may  have  caused  some  additional  administrative 
workload.  But,  even  considering  all  of  this,  it  is  still  surprising  that  providers  were  not 
able  to  delegate  more  of  the  administrative  workload  to  the  new  staff  members  on  their 
team.  Providers  who  worked  on  PCO  teams  also  stated  that  they  spent  less  of  their  time 
in  military-unique  duties  and  in  readiness.  This  was  anticipated  in  that  the  teams  were 
established  to  provide  peacetime  health  care.  They  were  not  on  mobility  and  did  not  fill 
readiness  positions.  Some  providers  may  have  been  moved  out  of  positions  with  a  more 
important  readiness  role  when  they  were  selected  for  the  PCO  teams. 

The  staff,  as  a  whole,  spent  significantly  more  of  their  time  in  administration  and 
less  of  their  time  in  patient  care  (Table  9).  This  is  probably  due  to  the  makeup  of  the 
teams.  Administrative  technicians  spend  60%  of  their  time  on  administration,  and  only 
12  to  14%  of  their  time  in  patient  care.  Before  PCO,  the  administrative  technician  made 
up  8.9%  of  the  team.  After  PCO,  this  proportion  increased  to  17.9%.  The  percent  of  the 
staffs  time  spent  in  patient  education  also  increased  significantly.  This  may  be  due  to 
some  demand  management  functions  such  as  nurse  triage  that  were  added  in  many 
locations  with  the  institution  of  PCO.  Clinical  preventive  services  and  the  preventive 
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health  assessment,  both  of  which  include  significant  patient  education,  were  also 
managed  within  some  of  the  care  teams  when  in  the  past  they  were  assigned  to  other 
functional  areas.  Group  practice  managers  and  health  care  integrators  were  both  fairly 
new  positions.  Many  of  these  individuals  were  probably  in  completely  different  types  of 
jobs  before  the  onset  of  PCO.  The  different  role  that  the  individuals  played  on  health 
care  teams  was  probably  more  important  in  the  changes  noted  in  their  activities  than  the 
impact  of  PCO  on  their  specific  duties. 

Satisfaction  with  Workload 

PCO  resulted  in  increased  productivity.  Providers  were  seeing,  on  average,  4  to  5 
more  patients  each  day.  However,  providers  were  still  spending  the  same  proportion  of 
their  time  on  outpatient  care.  In  order  to  increase  their  outpatient  productivity  without 
decreasing  their  other  duties,  providers  spent  more  time  at  work.  On  average,  providers 
worked  2.2  to  4.9  more  hours  each  week  after  optimization  than  before  optimization 
(Table  8).  Military  physicians  in  this  survey  reported  working  similar  hours  as  their 
civilian  counterparts.  Guglielmo  (1996)  reported  that  family  practitioners  and 
pediatricians  worked  an  average  of  52  hours  per  week,  while  general  practitioners 
worked  50  hours  per  week.  Preston  (1999)  reported  that  family  practitioners  and 
pediatricians  worked  an  average  of  55  hours  per  week,  and  general  practitioners  worked 
an  average  of  50  hours  per  week.  The  military  physicians  in  this  survey  reported  working 
54.1  hours  per  week  an  increase  from  51.9  hours  per  week  before  PCO.  Optimization, 
however,  not  only  resulted  in  longer  work  weeks  for  the  providers,  but  for  the  entire 
team.  Medical  technicians  reported  working  an  additional  2.7  hours  per  week; 
administrative  technicians,  2.4  hours  per  week;  and  nurses,  2.2  hours  per  week. 
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Considering  the  extra  hours  that  staff  members  across  the  board  were  working,  it 
is  not  surprising  that  the  staffs  satisfaction  with  workload  was  the  lowest  rated 
satisfaction  domain  (Table  111).  This  domain  was  one  of  only  two  that  PCO  seemed  to 
have  a  negative  impact  on.  Medical  technicians  and  health  care  integrators  were  the  only 
subsets  of  the  staff  that  were  satisfied  with  their  workload,  but  both  indicated  a  decrease 
in  satisfaction.  Staff  satisfaction  with  the  workload  was  most  closely  related  to  the  hours 
worked  per  week  (Table  82).  This  association  was  not  entirely  linear.  Figure  2 
demonstrates  that  the  highest  satisfaction  was  found  among  the  employees  that  worked 
35  to  45  hours  per  week.  Working  less  than  this  amount  resulted  in  a  decrease  in 
satisfaction.  This  may  be  due  to  there  not  being  enough  work  to  keep  the  individual 
interested.  Working  more  than  45  hours  a  week  resulted  in  a  definite  decrease  in 
satisfaction.  The  biggest  drop  occurred  at  50  hours  per  week.  On  average,  employees 
who  worked  50  hours  or  more  per  week  were  dissatisfied  with  their  workload,  while 
those  who  worked  less  than  50  hours  per  week  were  satisfied  with  their  workload. 

Gender  was  one  factor  that  turned  out  as  significant  on  the  multiple  linear 
regression  while  it  was  not  significant  when  considered  by  itself.  According  to  the 
model,  male  employees  were  more  satisfied  with  the  workload  than  female  employees. 
Stratifying  the  data  for  gender  showed  that  male  satisfaction  with  workload  was 
essentially  the  same  as  female  satisfaction  with  workload,  3.99  (Appendix  M).  Females, 
however,  worked  on  average  47  hours  per  week  while  males  worked  49  hours  per  week 
(Appendix  N).  Males  worked  longer  hours  with  the  same  average  satisfaction  with  the 


workload. 
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Using  one-to-one  correlations,  the  type  of  employee  was  noted  to  be  one  of  the 
most  important  factors  affecting  satisfaction  with  workload  (Table  81).  Figure  14  shows 
that  government  service  employees  were  the  most  satisfied  followed  by  contractors, 
military  enlisted,  and,  finally,  military  officers.  The  type  of  employee  was  not  found 
significant  in  the  linear  regression  because  of  a  significant  relationship  between  the  type 
of  employee  and  the  number  of  hours  worked  per  week.  Figure  15  demonstrates  this 
relationship.  Military  officers  worked  on  average  51  hours  per  week,  enlisted  worked  46 
hours  per  week,  civil  servants  worked  42.5  hours  per  week,  and  contractors  worked  40 
hours  per  week.  The  hours  that  each  type  of  employee  worked  per  week  accounted  for 
their  satisfaction  with  the  workweek. 

Satisfaction  with  the  Treatment  Team 

Satisfaction  with  the  treatment  team  increased  the  most  of  any  of  the  domains  of 
satisfaction  with  the  implementation  of  PCO  (Table  111).  Providers,  clinical  nurses, 
medical  technicians,  and  health  care  integrators  were  all  satisfied  with  the  treatment 
teams  and  stated  that  their  satisfaction  with  the  teams  increased  with  the  implementation 
of  PCO  (Tables  112-119).  Group  practice  managers  also  rated  their  satisfaction  with 
treatment  teams  well,  but  related  a  decreasing  satisfaction  with  the  implementation  of 
PCO.  Unlike  the  other  staff  members,  GPMs  ranked  this  satisfaction  domain  ninth  as  far 
as  the  impact  that  PCO  had  on  it.  GPMs  are  different  than  other  staff  members  in  that 
they  work  with  many  different  teams.  Their  drop  in  satisfaction  with  treatment  teams 
may  be  due  to  observations  of  teamwork  between  teams  as  well  as  within  teams.  One 
GPM  stated,  ‘There  is  a  morale  problem  in  the  MTF  that  has  been  caused  by  breaking 
out  some  primary  care  teams  and  giving  them  extra  manpower.  In  many  cases  this  extra 
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manpower  came  from  other  treatment  teams.  This  has  caused  an  ‘us  verses  them’ 
atmosphere”( Appendix  O).  This  study  did  not  analyze  the  attitudes  and  satisfaction  of 
the  staff  members  who  were  not  members  of  PCO  teams.  As  indicated  by  this  comment, 
their  satisfaction  could  be  significantly  different  from  the  satisfaction  of  the  team 
members.  This  would  be  a  good  area  for  future  study. 

Not  surprisingly,  the  main  factor  that  affected  the  satisfaction  with  the  treatment 
team  was  the  individual’s  perception  of  the  adequacy  of  the  treatment  team.  Nurses, 
medical  technicians,  and  administrative  technicians  all  provided  direct  support  to  the 
provider  and  were  important  to  staff  satisfaction  with  the  team.  Considered  alone,  nurses 
had  the  largest  impact  on  satisfaction  with  the  treatment  team.  Staff  members  who  stated 
that  their  team  did  not  have  '/2  nurse  per  provider  had  a  score  .64  lower  than  those  staff 
members  that  stated  that  they  did  (Appendix  P).  Two  medical  technicians  per  provider 
resulted  in  a  score  .49  higher,  while  one  administrative  technician  per  provider  increased 
the  score  .39.  If  all  three  support  staff  are  considered  simultaneously,  the  satisfaction 
without  the  support  staff  was  3.99  verses  4.91  with  the  staff.  When  only  providers  were 
considered  in  the  satisfaction,  the  difference  was  greater:  nursing  support  increased 
satisfaction  .74;  medical  tech  support,  .88;  and  admin  tech  support,  .73.  Overall  provider 
satisfaction  with  the  treatment  team  increased  1.36,  from  3.55  to  4.91,  if  all  three 
positions  were  properly  manned  (Appendix  Q).  Unfortunately  this  was  the  case  in  only 
93  of  the  279  providers,  33%. 

Satisfaction  with  the  Treatment  Facility,  Eauipment.  And  Supplies 

Facility  support  was  ranked  fifth  out  of  the  ten  satisfaction  domains  in  regard  to 
the  impact  of  PCO  upon  the  domain  (Table  111).  In  regard  to  its  level  of  satisfaction,  it 


Patient  Satisfaction,  Staff  Satisfaction,  and  Efficiency  89 


was  ranked  eighth.  Providers  and  group  practice  managers  tended  to  rate  the  impact  of 
PCO  on  facility  support  higher  than  the  rest  of  the  staff.  This  may  be  due  to  the  process 
many  facilities  used  to  obtain  more  rooms  for  patient  care.  Many  facilities  converted 
technician  and  nurse  offices  into  examination  rooms  and  did  not  provide  additional  office 
space  for  the  support  staff.  One  nurse  commented,  “We  have  2  exam  rooms  per  provider, 
but  no  room  for  the  nonproviders.  We  share  offices,  desks  and  bookcases.  Space  is  a 
major  concern !”(Appendix  O). 

Staff  satisfaction  increased  with  the  layout  of  the  clinic,  but  overall  satisfaction 
was  still  neutral  at  best.  This  is  not  surprising  considering  the  age  of  many  of  the 
facilities  and  the  limited  funds  available  for  capital  improvements.  One  GPM 
commented,  “Our  facility  is  the  oldest  in  the  Air  Force.  The  layout  of  the  clinics  is 
grossly  inefficient.  Equipment  that  was  needed  to  improve  efficiency  of  the  teams  was 
requested  last  year  but  was  not  purchased  -  not  enough  money.  We  are  still  waiting  on 
the  equipment  this  year...”  (Appendix  0).  An  active  duty  physician  wrote,  “Currently 
PCMs  have  two  exam  rooms  each.  However,  we  have  extra  providers  that  don’t  have 
any  exam  rooms.  They  frequently  share  our  two  exam  rooms.  I  feel  like  we  are  playing 
a  shell  game.  We  tell  the  senior  leaders  what  they  want  to  hear,  but  in  reality  it  is 
business  as  usual.”  (Appendix  O).  This  situation  may  explain  why  administrators 
reported  more  patient  care  rooms  per  optimized  provider  than  the  providers  reported. 
Satisfaction  with  Practice  Autonomy 

The  staff  as  a  whole  is  satisfied  with  the  autonomy  that  they  have  in  their  jobs. 
Overall  it  is  rated  fifth  out  of  the  10  satisfaction  domains  (Table  111).  Considering  the 
entire  staff,  the  satisfaction  in  this  area  was  effected  greatly  by  PCO.  Group  practice 
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managers  and  health  care  integrators  had  higher  satisfaction  in  this  domain,  and  a  greater 
increase  in  satisfaction  with  PCO.  Most  of  this  was  due  to  their  ability  to  make  changes 
in  their  work  schedule  (Table  36).  This  is  easily  explained  because  of  the  nature  of  their 
duties.  Their  duties  are  not  as  closely  associated  with  direct  patient  care  as  the  other 
members  of  the  team.  They  do  not  have  to  work  time  off  and  appointments  around 
patient  care,  which  is  frequently  scheduled  far  in  advance.  This  is  frustrating  for  many 
members  of  the  patient  care  team.  One  medical  technician  stated,  “Before  PCO  I  was 
able  to  take  leave  at  the  drop  of  a  hat  because  other  team  members  were  able  to  cover  for 
me.  Now  I  have  to  request  leave  one  year  in  advance  and  if  anything  comes  up,  like  a 
school  play  for  my  child,  SORRY!!  This  is  the  reason  I  will  separate  from  the  Air  Force 
after  9  years  active  duty.”  Other  medical  technicians,  however  had  a  different  experience 
with  PCO.  One  airman  stated,  “Everyone  is  pretty  good  at  adjusting  the  schedule  if 
necessary”  (Appendix  O). 

Satisfaction  with  the  Organization 

Overall,  the  PCO  staff  was  satisfied  with  their  organization  and  leadership.  The 
satisfaction  in  this  area,  however,  was  lower  than  most  of  the  other  domains.  It  was  rated 
s'**  out  of  ten  domains  as  far  as  how  it  was  affected  by  PCO  (Table  1 1 1).  Satisfaction 
with  the  local  medical  leadership  was  higher  than  satisfaction  with  the  Air  Force 
leadership.  The  satisfaction  with  the  Air  Force  leadership  was  particularly  poor  among 
the  team  members  that  provided  direct  patient  care  (Table  40).  Significant  decreases  in 
satisfaction  were  reported  from  providers,  clinical  nurses,  and  medical  technicians. 
Among  the  medical  technicians,  satisfaction  with  AF  medical  leadership  was  inversely 
related  to  the  rank  of  the  staff  member.  One  master  sergeant  stated,  “This  plan  denigrates 
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the  senior  enlisted  corps.  I’m  back  to  doing  what  I  was  doing  20  years  ago”  (Appendix 
O).  Figure  16  illustrates  the  relationship  between  enlisted  rank  and  satisfaction  with  AF 
medical  leadership.  Providers  and  nurses  were  frustrated  about  the  difference  between 
the  program  as  outlined  and  the  product  that  was  implemented.  “What  we  are  doing  here 
is  very  different  than  we  were  told  it  would  be.”  They  also  complained  about  the  lack  of 
flexibility  in  implementing  the  program  at  their  local  bases.  “The  Air  Force  medical 
leadership  won’t  listen  when  we  tell  them  what  we  need  to  staff  our  clinic  even  though 
we  are  the  ‘benchmark’  for  PCO”.  The  biggest  complaint  was  the  lack  of  manpower  to 
implement  the  program.  One  operations  support  commander  stated, 

We  do  not  have  enough  support  staff  to  fully  optimize  all  of  our  providers.  We  are 
told  to  optimize  2  or  3  providers  out  of  the  8  providers  that  work  side-by-side  in  the 
clinic.  The  only  way  we  can  optimize  these  providers  is  to  suboptimize  our  other 
providers  even  further.  If  we  direct  the  technicians  and  nurses  on  the  optimized 
teams  to  only  support  their  providers  we  lose  teamwork  in  the  clinic  and  the  morale 
suffers.  I  cannot  tolerate  this,  but  I  can’t  suffer  the  heat  from  the  MAJCOM  to  not 
optimize  a  few  teams.  Therefore,  on  paper  it  looks  like  we  have  optimized  two 
teams,  but  in  reality  it  is  business  as  usual,  only  now  we  whip  the  staff  to  see  more 
patients  (Appendix  O). 

Satisfaction  with  Professional  Experience 

Satisfaction  with  professional  experience  was  ranked  fourth  highest  of  the  ten 
satisfaction  domains.  It  was  not,  however,  affected  by  PCO,  and  was  ranked  sixth  in 
regard  to  the  impact  that  PCO  had  on  the  domain  (Table  1 1 1).  Physicians  expressed  a 
decrease  in  satisfaction  with  their  professional  experience,  ranking  it  9'*’  out  of  the  10 
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domains,  with  workload  as  the  only  satisfaction  domain  that  was  ranked  lower  (Table 
112).  The  group  practice  managers  ranked  professional  experience  the  lowest  of  all  of 
the  domains  (Table  118).  The  facets  of  professional  experience  which  physicians  rated 
lowest  were  satisfaction  with  teaching  activities  and  satisfaction  with  scope  of  practice. 
The  physicians’  satisfaction  with  scope  of  practice  was  inversely  related  to  the  number  of 
enrollees  assigned  to  each  provider.  Figure  17  demonstrates  the  relationship.  Physician 
satisfaction  dropped  below  neutral  after  empanelling  more  than  1 100  patients  per 
provider.  Many  physicians  are  pushed  so  hard  to  meet  the  25  patients  per  day  Air  Force 
standard  that  they  are  not  able  to  perform  procedures  or  take  care  of  complicated  patients, 
even  though  they  are  trained  to  do  so.  One  physician  stated. 

The  focus  is  so  much  on  access  and  seeing  more  patients  with  fewer  providers  that  I 
dread  seeing  a  complicated  patient.  I  will  more  likely  refer  them  out  to  the  network 
even  though,  with  sufficient  time,  I  could  manage  the  patient.  Several  providers 
here  in  the  clinic  have  stopped  doing  procedures  because  they  take  so  much  time 
and  decrease  the  volume  of  patients  that  we  could  see.  These  patients  are  referred 
out  to  the  network  (Appendix  O). 

Satisfaction  with  Patient  Relationships 

Satisfaction  with  patient  relationships  was  the  highest  rated  domain  of  the  ten 
domains.  The  staff’s  satisfaction  in  this  domain  also  increased  considerably  with  the 
advent  of  PCO  (Table  1 1 1).  All  types  of  team  members  had  high  satisfaction  in  this  area. 
The  increase  in  satisfaction  seen  on  PCO  teams  with  patient  relationships  is  most  likely 
due  to  empanelment  of  patients  to  teams.  Before  PCO,  most  patients  did  not  have  one 
provider  that  was  their  doctor.  They  called  in  to  central  appointments  and  got  an 
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appointment  with  any  provider  that  was  available.  After  PCO,  patients  were  assigned  to 
a  specific  team  and  saw  the  same  team  every  time  they  received  care.  This  new  system 
not  only  allowed  the  patients  to  get  to  know  their  treatment  team,  but  also  allowed  their 
treatment  team  to  get  to  know  them.  This  increased  staff  satisfaction  in  this  area.  One 
medical  technician  stated,  “It’s  a  good  thing  to  get  to  know  the  patients.  They  trust  us 
more  and  are  more  friendly.  It  makes  work  more  enjoyable.”  A  physician  stated,  “The 
patients  know  me  and  my  support  team  by  name.  I  like  that.”  (Appendix  0).  One  aspect 
of  PCO  that  received  several  negative  comments  by  the  nursing  staff  was  nurse  triage. 
One  nurse  commented,  “Most  of  my  time  is  spent  in  nurse  triage  where  I  am  trying  to 
keep  patients  from  coming  in  to  see  their  provider.  This  is  sometimes  confrontational 
and  seldom  rewarding.” 

Satisfaction  with  Treatment  Team  Efficiency 

Satisfaction  with  treatment  team  efficiency  was  the  seventh  ranked  satisfaction 
domain  by  the  entire  staff.  It  was  ranked  number  four  in  regards  to  the  effect  that  PCO 
had  on  the  satisfaction.  Providers  were  less  satisfied  with  treatment  team  efficiency  than 
the  other  members  of  the  staff.  The  lowest  rated  facet  of  satisfaction  in  the  domain  was 
the  providers’  satisfaction  with  the  amount  of  time  that  they  spent  in  areas  not  related  to 
patient  care.  One  provider  stated,  “My  administrative  workload  impacts  on  my  ability  to 
care  for  patients.  OPRs,  ADS,  PRP,  chart  reviews,  JCAHO,  OIs,  charting. . .”.  It  also 
appears  that  Air  Force  metrics,  intended  to  increase  efficiency,  had  the  reverse  effect  in 
some  cases.  One  nurse  stated. 

Twenty-five  patients  per  day  is  a  ridiculous  metric!  In  order  to  meet  that  standard 

we  insist  that  each  appointment  be  limited  to  one  complaint.  It  is  incredibly 
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annoying  to  the  patient  and  the  staff  to  schedule  separate  visits  for  unrelated 
problems. 

Another  example  cited  by  a  nurse: 

The  focus  on  patient  counts  causes  providers  to  provide  care  less  efficiently. 
Frequently  all  that  a  patient  needs  to  take  care  of  his  problem  is  a  telephone  consult, 
however,  telephone  consults  are  not  counted  as  a  patient  visit.  Many  providers 
waste  the  patient’s  and  the  staff’s  time  by  having  the  patient  come  in  to  be  seen  so 
that  they  can  get  ‘credit’  for  the  visit  (Appendix  O). 

Notable  in  its  absence  was  the  impact  of  efficiency  tools  on  the  staff’s  satisfaction 
with  treatment  team  efficiency.  Only  one  of  the  six  efficiency  tools  reviewed  by  this 
study,  coding  support,  was  noted  to  be  positively  related  to  staff  satisfaction  with 
efficiency  (Table  86).  One  tool,  nurse  triage,  was  negatively  related  to  staff  satisfaction 
(Table  87).  The  multiple  linear  regression  showed  that  facility  support  and  manpower 
support  were  more  important  to  staff  satisfaction  with  efficiency  than  the  use  of  the 
efficiency  tools  (Table  88).  This  could  be  an  interesting  area  of  future  study. 

Satisfaction  with  the  Quality  of  Medical  Care  Provided 

Staff  members  were  satisfied  with  the  quality  of  medical  care  provided  and  stated 
that  their  satisfaction  increased  significantly  with  PCO.  Overall,  this  domain  was  ranked 
third  of  all  the  satisfaction  domains.  Health  care  integrators  and  group  practice  managers 
ranked  it  highest  of  all  of  the  domains.  Providers  were  marginally  satisfied  in  the 
domain.  The  providers  were  most  concerned  about  the  amount  of  time  that  they  had  to 
care  for  their  patients.  This  facet  of  satisfaction  was  the  lowest  rated  facet  for  the 
providers,  lower  than  satisfaction  with  pace  of  work  and  satisfaction  with  the  amount  of 
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time  spent  outside  of  patient  care.  One  physician  commented,  “I  am  concerned  about  the 
decrease  in  appointment  time  after  PCO.  I  have  much  less  time  to  deal  with  my  patients. 
This  will  be  an  even  bigger  issue  if  more  of  my  patients  are  over  65.”  Some  staff 
members  were  also  concerned  about  their  lack  of  training  for  the  new  responsibilities  that 
they  assumed  with  PCO.  One  nurse  commented; 

Nurse  managed  clinics  without  proper  training  is  my  concern.  The  nurses  here 
manage  a  cold  clinic  where  we  diagnose  and  treat  patients.  I  have  not  been  trained 
to  accomplish  this  task,  it  is  beyond  my  scope  of  practice  (Appendix  O). 

Overall,  however,  the  staff  was  satisfied  with  the  quality  of  care  provided.  One  nurse 
practitioner  commented,  “The  overall  medical  care  is  improved  when  a  patient  is 
empanelled  to  one  provider  and  is  consistently  seen  by  the  same  provider.  The  PCM 
concept  has  helped  tremendously  with  this.” 

Satisfaction  with  Pav.  Recognition,  and  Advancement  Opportunities 

Satisfaction  with  compensation  was  the  ninth  lowest  area  of  satisfaction  for  Air 
Force  PCO  teams.  The  entire  staff  reported  a  neutral,  but  down-going  satisfaction.  The 
overall  satisfaction  result  was  surprising  that  it  were  not  lower.  Chung-Park  (1998),  in 
her  study  of  Navy  nurse  practitioners,  noted  a  satisfaction  with  pay  of  3.56,  significantly 
below  the  satisfaction  of  4.07  reported  by  the  AF  PCO  teams.  Similarly,  Allgood,  et  al. 
(2000)  surveyed  Army  nurses  and  reported  a  satisfaction  of  3.3  for  pay.  Another 
surprising  finding  was  that  the  staffs  satisfaction  with  pay  was  declining  with  the 
implementation  of  PCO.  Since  pay  was  not  affected  at  all  by  PCO,  this  measure  was 
expected  to  be  unchanged.  The  decrease  in  satisfaction  with  pay  following  PCO  was 
probably  due  to  the  increase  in  hours  worked  without  a  subsequent  increase  in  pay. 
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Figure  5  demonstrates  that  when  staff  members  worked  the  same  number  of  hours  per 
week  they  were  satisfied  with  their  pay.  As  they  worked  increasingly  more  hours,  their 
satisfaction  declined.  One  E5  medical  technician  put  it  this  way,  “Longer  work  hours, 
same  pay,  no  overtime,  additional  costs  for  child  care. . A  physician  stated, 

What  you  need  to  realize  is  that  family  practitioners  could  make  more  money  on  the 
outside.  What  draws  us  to  the  military  is  comraderie  and  lifestyle  (family  time).  For 
me,  the  lifestyle  is  what  counts.  Working  65-75  hours  per  week  with  5  minute  lunch 
hours  is  not  a  retainable  situation. 

The  providers’  productivity  was  inversely  related  to  their  satisfaction  with  compensation. 
Figure  4  demonstrates  that  the  satisfaction  remains  near  neutral  until  the  productivity 
exceeds  130  patients  per  week.  At  that  level,  there  was  a  large  drop-off  with  their 
satisfaction  with  compensation. 

The  entire  staff,  and  nurses  in  particular,  thought  that  PCO  would  hurt  their 
prospects  for  promotion.  The  concern  was  that  they  were  so  busy  with  patient  care  that 
they  did  not  have  time  for  additional  duties  that  are  required  for  awards  and  ultimate 
promotion.  Younger  staff  members  were  also  concerned  that  their  supervisors  were  so 
busy  with  patient  care  that  they  would  not  have  time  to  write  award  packages  for  them  or 
good  evaluations.  One  Captain  nurse  stated,  “I  think  it  will  be  difficult  to  be  promoted 
from  this  position.  When  I  am  taking  care  of  patients  10  hours  per  day  it  is  difficult  to 
find  time  for  additional  duties  or  career  advancing  courses.”  An  administrative 
technician  stated,  “My  supervisor  is  so  busy  with  patient  care  that  I  am  not  put  in  for 
awards  that  I  could  possibly  win.  More  work,  less  recognition.”  (Appendix  O). 
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Overall  Staff  Satisfaction 

Overall  the  staff  is  slightly  satisfied  with  their  position  in  military  medicine  and 
this  satisfaction  increased  following  the  implementation  of  PCO  (Tables  65-68).  The 
overall  staff  satisfaction  score  of  4.12  was  similar  to  other  surveys  done  in  the  military. 
Chung-Park,  in  1998  surveyed  Navy  nurse  practitioners  using  the  same  scale  utilized  in 
this  study.  She  noted  an  overall  satisfaction  of  3.83.  By  comparison,  the  nurse 
practitioners  in  this  study  had  an  overall  satisfaction  of  4.29.  Allgood  (2000)  also 
surveyed  Army  nurses  using  the  same  measurement  scale.  She  noted  an  overall 
satisfaction  of  4.1,  exactly  the  same  satisfaction  that  was  reported  by  the  clinical  nurses  in 
the  study.  Satisfaction  was  significantly  different  than  reported  in  studies  outside  the 
military.  Lichtenstein  (1984)  surveyed  physician  satisfaction  among  382  physicians 
working  in  the  US  prison  health  program.  Using  the  same  measurement  scale  utilized  in 
this  study,  he  noted  an  overall  satisfaction  of  4.73.  This  was  significantly  above  the 
physician  satisfaction  reported  on  the  PCO  teams,  3.73. 

The  key  variable  related  to  overall  staff  satisfaction  was  the  hours  that  the  staff 
member  works  per  week,  and  the  change  in  the  number  of  hours  worked  per  week 
following  PCO.  Figure  8  shows  the  inverse  relationship  between  the  change  in  the  hours 
worked  per  week  and  the  change  in  overall  satisfaction.  When  staff  members  worked  the 
same  or  less  time  they  were  satisfied,  but  when  they  worked  longer  hours  they  were 
dissatisfied. 

Physician  satisfaction  was  also  strongly  related  to  hours  worked  per  week.  Figure 
10  shows  that  physicians  working  less  than  55  hours  per  week  were,  on  average, 
satisfied.  Working  over  55  hours  per  week  led  to  decreasing  satisfaction.  Historically, 
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physician  retention  has  been  an  issue  for  the  Air  Force.  The  study  showed  that  it  will 
continue  to  be  a  problem.  Most  physicians  assigned  to  PCO  teams  are  planning  to  leave 
the  military  at  the  next  opportunity.  Military  experience,  either  through  training  at 
USUHS  or  through  ROTC,  was  a  significant  factor  related  to  physicians  wanting  to 
continue  in  the  military.  Workload  indicators  like  enrollees  per  provider  and  hours 
worked  per  week  were  not  correlated  with  this  outcome.  Despite  this  fact,  many 
physicians  took  the  opportunity  to  relate  their  decision  to  separate  to  their  increased 
workload.  One  physician  wrote,  “PCO  is  a  good  concept,  but  we  are  enrolling  at  too  high 
a  level.  I’m  so  busy  taking  care  of  my  1500  patients  that  I  am  getting  burned  out.  I  don’t 
get  paid  enough  for  this.  Good-bye.’’  Another  physician  wrote. 

Right  now  I  get  the  feeling  that  primary  care  providers  are  viewed  as  resources  to  be 
used  up  -  exploited.  I  predict  that  retention  is  going  to  be  a  huge  problem  in  the 
AFMS.  I  am  not  at  all  unhappy  with  the  local  leadership.  The  vision  at  the  Air 
Force  SG  level  needs  to  be  more  realistic. 

Another  PA  wrote,  “The  concept  of  optimization  is  a  good  one,  but  the  implementation 
has  been  poor.  It  is  driven  by  metrics  forcing  productivity  before  enabling  productivity 
with  increased  support.”  These  comments  show  the  growing  pains  that  some  facilities 
are  having  with  PCO.  Other  facilities,  however,  are  having  very  good  success.  One 
physician  wrote,  “Overall  PCO  is  a  definite  improvement  in  efficiency  and  support  to  me 
as  a  provider.  Thanks.”  An  administrative  technician  also  commented,  “I  love  the  idea 
of  PCO.  I  have  never  been  more  challenged  in  my  AF  career.”  Finally,  a  physician 
stated,  “We  are  on  the  right  track.  We  just  need  to  stay  the  course,  work  through  the 
adjustments,  and  stay  focused.”  (Appendix  O). 
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Conclusion  and  Recommendations 

Efficiency,  staff  satisfaction  and,  possibly,  patient  satisfaction  increased  following 
the  implementation  of  an  Air  Force  program  ‘primary  care  optimization’  (PCO).  Support 
staffing  increased  62%,  but  was  still  below  Air  Force  goals.  Only  33%  of  ‘optimized’ 
providers  had  a  full  complement  of  support  staff.  Productivity  increased  21  to  35%  while 
enrollment  increased  32%.  Two  areas  of  staff  satisfaction:  workload,  and  compensation, 
decreased  following  PCO.  Five  areas  of  staff  satisfaction:  treatment  team,  patient 
relationships,  facility  support,  efficiency,  and  quality,  increased  following  PCO. 

The  number  of  hours  worked  per  week,  nursing  support  and  the  staff  position  were  the 
key  variables  affecting  staff  satisfaction.  Other  important  variables  included  age,  gender, 
and  type  of  employee.  Duties  or  activities  associated  with  increased  staff  satisfaction 
included  staff  training  and  patient  education.  Administrative  activities  were  related  to 
lower  satisfaction.  Physician  satisfaction  was  closely  related  to  military  training  at 
USUHS  or  during  ROTC.  It  was  also  affected  by  administrative  support  and  additional 
patient  care  rooms.  Dissatisfaction  was  sometimes  related  to  the  inability  of  the  local 
medical  leadership  to  provide  the  support  staff  required  for  optimization. 

One  area  of  dissatisfaction  for  many  of  the  providers  was  the  Air  Force  metric 
requiring  25  patient  visits  per  day.  Many  providers  felt  sufficient  pressure  to  meet  this 
metric  that  they  required  their  patients  to  make  extra  visits.  Overall,  this  had  a  negative 
effect  on  efficiency.  This  problem  has  recently  been  addressed  by  changing  the 
productivity  metric  that  was  based  on  pure  patients  seen  per  day  to  one  based  on  relative 


values. 
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Primary  care  optimization  is  a  very  new  program,  less  than  a  year  old  in  most 
facilities.  Efficiency  gains  are  impressive,  but  more  efficiency  will  be  needed  to  meet  the 
Surgeon  General’s  goal  of  an  enrollment  of  1500  patients  per  provider  and  productivity 
of  25  patients  per  day.  Eighteen  percent  more  patients  will  need  to  be  enrolled  to  each 
provider  and  efficiency  will  need  to  increase  31%  to  meet  the  goat.  Providers  state  that 
they  could  increase  efficiency  another  25%  if  they  have  unlimited  support  resources,  but 
it  is  unreasonable  to  think  that  this  will  be  possible  for  all  providers.  Military  provider 
workload  is  currently  comparable  to  their  civilian  counterparts.  As  primary  care 
optimization  matures  and  the  leadership  continues  to  press  for  more  productivity,  PCO 
staff  satisfaction  may  decline  because  of  longer  hours  and  a  more  hectic  work  pace. 
Patient  satisfaction  may  also  decrease  if  staff  satisfaction  decreases  and  if  it  becomes 
more  difficult  for  patients  to  gain  access  to  medical  care.  In  order  to  evaluate  the  effect 
of  these  changes,  this  study  should  be  repeated  in  another  year  after  the  teams  have 
matured  and  as  more  patients  are  enrolled  to  the  providers. 
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Table  1 

Determinants  of  Patient  Satisfaction 


Donabedian 

Model 

Determinant 

Impact  on 

Satisfaction 

Researchers 

Structure 

Patients  choose  own  provider 

Increase 

Schmittdiel 

Patients  empanelled  to  single  provider 

Increase 

Schmittdiel 

Small  practices 

Increase 

Steven 

Provide  same-day  appointments 

Increase 

Sixma 

Ensure  Provider  Auicmomy 

Increase 

Greenley 

Process 

Patient  Aspects 

Elderly 

Increase 

Mangelsdorff 

Healthy 

Increase 

Reubin 

Female 

Increase 

Pascoe 

Lower  expectations 

Increase 

Ware 

Aspects  of  MD 

Middle-aged,  male 

Increase 

Ross 

High  productivity 

Increase 

DeBakker 

Patient  Care 

Longer  patient  appointments 

Increase 

DeBakker 

More  physical  exams  and  blood  tests 

Increase 

DeBakker 

More  frequently  refer  to  specialists 

Increase  • 

DeBakker 

Prescribe  less  medication 

Increase 

DeBakker 

Provide  more  patient  education 

Increase 

DeBakker 

Meet  patient  requests 

Increase 

Like 

Outcome 

Improvement  in  health 

Increase 

Carmel,  Kane 
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Table  2 

Staff  Satisfaction  Groups,  Facets  and  Reliability 

Chronbach’s  Alpha 


Current  Change  in 

Groups  Facets  Satisfaction  Satisfaction 


Workload 

Q  1-2 -Leisure  Time 

Q  3-4  -  Pace  of  Work 

.7125 

.7846 

Treatment  Team 

Q  5-6  -  Technician  Support 

Q  7-8  -  Nurse  Support 

Q  9-10  -  Medical  Record  Availability 

Q  1 1-12  -  Treatment  Team  Interaction 

Q  13-14  -  Teamwork  and  Support 

.8023 

.8376 

Facility  Support 

Q  15-16  -  Exam  &  Treatment  Rooms 

Q  17-18  -  Clinic  Layout 

Q  19-20 -Equipment 

Q  21-22  -  Supply  Availability 

.7758 

.7747 

Practice  Autonomy 

Q  23-24  -  Patient  Care  Autonomy 

Q  25-26  -  Process  Autonomy 

Q  27-28  -  Scheduling  Autonomy 

.7682 

.7482 

Organization 

Q  29-30  -  Primary  Care  Emphasis 

Q  3 1-32  -  Local  Leadership 

Q  33-34  -  Air  Force  Leadership 

.8407 

.8229 

Note.  A  Chronbach’s  Alpha  of  over  .7000  indicates  good  internal  reliability. 
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Table  3 

Staff  Satisfaction  Groups,  Facets  and  Reliability  (Cont) 


Groups 

Facets 

Chronbach’s  Alpha 

Current  Change  in 

Satisfaction  Satisfaction 

Professional  Experience 

Q  35-36  -  Consultant  Interaction 

Q  37-38  -  Professional  Interaction 

Q  39-40 -Training 

Q  41-42  -  Scope  of  Practice 

Q  43-44  -  Teaching  Opportunities 

.7683 

.8516 

Patient  Relationships 

Q  45^46  -  Patient  Appreciation 

Q  47-48  -  Contribution  to  Pt  Lives 

Q  49-50  -  Current  Relationships 

.8766 

.9166 

Efficiency 

0  51-52  -  Efficient  Use  of  Pt  Time 

Q  53-54  -  Efficient  Provider  Use 

Q  55-56  -  Overall  Efficiency 

.7076 

.7408 

Quality  of  Medical  Care 

Q  57-58  -  Population  Health  Data 

Q  59-60  -  Time  with  each  Pt 

Q  61-62  -  Continuity  of  Care 

Q  63-64  -  Overall  Quality 

.7095 

.7206 

Compensation 

Q  65-66  -  Pay 

Q  67-68  -  Prospects  for  Promotion 

Q  69-70  -  Recognition  and  Awards 

.7840 

.7682 

Note.  A  Chronbach’s  Alpha  of  over  .7000  indicates  good  internal  reliability. 
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Table  4 

Staff  Satisfaction  Groups,  Facets  and  Reliability  (Cont) 


Groups 

Facets 

Chronbach’s  Alpha 

Current  Change  in 

Satisfaction  Satisfaction 

Overall  Satisfaction 

Q  71 -"Position 

Q  75  -  Plan  to  Separate 

.6069 

Overall  Change 

A  _ I _ 1_>_ 

Q  72  -  Change  in  Position 

Q  76  ~  Change  in  Separation  Plans 

Q  73  -  Would  Do  Again 

Q  74  -  Would  Recommend  to  Friend 

.8458 

Note.  A  Chronbach’s  Alpha  of  over  .7000  indicates  good  internal  reliability. 
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Table  6 

Additional  Possible  Productivity  in  Optimal  Support  Conditions  -  self-reported 


Mean  Median  Minimum  Maximum 


Per  cent  of  Productivity  Unutilized 


36.1% 


25.0% 


0% 


300% 
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Table  8 

Self-reported  Hours  Worked  per  Week  by  Members  of  PCO  Teams  Before  and  After  Primary  Care 
Optimization 


Before  PCO 

After  PCO 

Difference 

%  Change 

All  Staff 

45.7 

47.9 

.  +2.2 

+6.0% 

Physicians 

51.9 

54.1 

+2.2 

+4.2% 

Physician  Assistants 

47.0 

49.7 

+2.7 

+5.7% 

Nurse  Practitioners 

48.0 

52.9 

+4.9 

+10.2% 

Clinical  Nurses 

45.0 

47.2 

+2.2 

+4.9% 

Medical  Technicians 

43.3 

46.0 

+2.7 

+6.2% 

Administrative  Technicians 

42.4 

44.8 

+2.4 

+5.7% 

Group  Practice  Managers 

47.6 

49.3 

+1.7 

+3.6% 

Health  Care  Integrators 

47.3 

48.3 

+1.0 

+2.1% 

/ 
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Table  9 

Activity  Analysis  for  the  Entire  Staff  of  Air  Force  PCO  Teams — ^Percent  of  Time  Spent  in  Each  Activity 


Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

49.67% 

45.38% 

-4.29% 

-8.6% 

Patient  Education 

9.14% 

10.60% 

1.46% 

16.0% 

Staff  Training 

631% 

6.52% 

0.21% 

33% 

Resident  Training 

1.05% 

0.87% 

-0.18% 

-17.1% 

Administration 

23.95% 

27.63% 

3.68% 

15.4% 

Military/Readiness 

6.06% 

5.18% 

-0.88% 

-14.5% 

Research 

2.31% 

2.96% 

0.65% 

28.1% 

Patient  Satisfaction,  Staff  Satisfaction,  and  Efficiency 


Table  10 

Activity  Analysis  for  the  Providers  of  Air  Force  PCO  Teams — Percent  of  Time  Spent  in  Each  Activity 


Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

73.00% 

73.43% 

0.43% 

0.6% 

Inpatient  Care 

3.06% 

1.66% 

-1.40% 

-45.8% 

Patient  Education 

6.55% 

6.29% 

>0.26% 

-4.0% 

Staff  Training 

2.15% 

3.23% 

1.08% 

50.2% 

Resident  Training 

0.61% 

0.37% 

-0.24% 

-39.3% 

Administration 

10.30% 

11.27% 

0.97% 

9.4% 

Military/Readiness 

3.78% 

3.32% 

-0.46% 

-12.2% 

Research 

0.30% 

0.29% 

-0.01% 

-3.3% 
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Table  1 1 

Activity  Analysis  for  the  Clinical  Nurses  of  Air  Force  PCO  Teams— Percent  of  Time  Spent  in  Each 
Activity 


Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

36.11% 

31.87% 

-4.24% 

-11.7% 

Patient  Education 

18.98% 

21.17% 

2.19% 

11.5% 

Staff  Training 

7.33% 

8.12% 

0.79% 

10.8% 

Resident  Training 

0.25% 

0.25 

0.00% 

0.0% 

Administration 

29.29% 

30.95% 

1.66% 

5.7% 

Military/Readiness 

4.84% 

4.50% 

-0.34% 

-7.0% 

Research 

1.51% 

1.13‘7r 

-0.38% 

-25.2% 
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Table  12 

Activity  Analysis  for  the  Medical  Technicians  of  Air  Force  PCO  Teams — Percent  of  Time  Spent  in  Each 


Activity 

Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

52.08% 

52,36% 

0.28% 

0,5% 

Patient  Education 

8.14% 

11.46% 

3.32% 

40.8% 

Staff  Training 

9.28% 

7.27% 

-2.01% 

-21.7% 

Resident  Training 

1.73% 

1.64% 

-0.09% 

-5.2% 

Administration 

17.53% 

17.26% 

-0.27% 

-1.5% 

Military/Readiness 

7.97% 

6.15% 

-1.82% 

-22.8% 

Research 

2.92% 

3.69% 

0.77% 

26.4% 
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Table  13 

Activity  Analysis  for  the  Administrative  Technicians  of  Air  Force  PCQ  Teams — Percent  of  Time  Spent  in 


Each  Activity 

Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

12.57% 

14.54% 

1.97% 

15.7% 

Patient  Education 

5.39% 

5.42% 

0.03% 

0.6% 

Staff  Training 

6.68% 

6.82% 

0.1 4%> 

2.1% 

Resident  Training 

1.47% 

0.82% 

-0.65% 

-44.2% 

Administration 

60.32% 

59.91% 

-0.41% 

-0.1% 

Military/Readiness 

7.33% 

6.04% 

-1.29% 

-17.6% 

Research 

6.46% 

6.90% 

0.44% 

6.8% 
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Table  14 

Activity  Analysis  for  the  Group  Practice  Managers  of  Air  Force  PCO  Teams — Percent  of  Time  Spent  in 


Each  Activity 

Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

23.35% 

5.25% 

-18.10% 

-77.5% 

Patient  Education 

7.38% 

2.87% 

-4.51% 

-61.1% 

Staff  Training 

2.88% 

7.08% 

4.20% 

145.8% 

Resident  Training 

0.00% 

0.00% 

0.00% 

0.0% 

Administration 

56.12% 

71.39% 

15.27% 

27.2% 

Military/Readiness 

5.81% 

6.87% 

1.06% 

18.2% 

Research 

1.85% 

4.19% 

2.34% 

126.5% 
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Table  15 

Activity  Analysis  for  the  Health  Care  Integrator  of  Air  Force  PCO  Teams — ^Percent  of  Time  Spent  in  Each 
Activity 


Activity 

Before  PCO 

After  PCO 

Difference 

%  Change 

Outpatient  Care 

33.87% 

19.00% 

-14.87% 

-43.9% 

Patient  Education 

12.58% 

11.43% 

-1.15% 

-9.1% 

Staff  Training 

7.08% 

10.99% 

3.91% 

55.2% 

Resident  Training 

0.48% 

0.57% 

0.09% 

18.8% 

Administration 

34.16% 

45.11% 

10.95% 

32.1% 

Military/Readiness 

6.37% 

5.45% 

-0.92% 

-14.4% 

Research 

2.77% 

5.02% 

2.25% 

81.2% 
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Table  16 

Overall  Satisfaction  with  Workload  Among  Air  Force  PCO  Teams 


Current  Satisfaction  Change  in  Satisfaction 

Value  SEM  Value  SEM 


All  Staff 

3.99 

.04 

*3.68 

.04 

Physicians 

*3.59 

.09 

*3.46 

.08 

Physician  Assistants 

*3.32 

.16 

*3.27 

.17 

Nurse  Practitioners 

*3.27 

.25 

*3.43 

.23 

Clinical  Nurses 

3.94 

.09 

*3.56 

.10 

Medical  Technicians 

*4.22 

.06 

*3.84 

.07 

Administrative  Technicians 

4.02 

.10 

3.80 

.15 

Group  Practice  Managers 

4.10 

.16 

3.88 

.21 

Health  Care  Integrators 

*4^54 

.18 

3.88 

.16 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  17 

Satisfaction  Among  Air  Force  PCO  Teams  with  Level  of  Leisure  Time  and  Family  Time 


Current  Satisfaction  Change  in  Satisfaction 

Value  SEM  Value  SEM 


All  Staff 

M.23  . 

.04 

*3.71 

.05 

Physicians 

3.95 

.12 

*3.56 

.10 

Physician  Assistants 

*3.41 

.21 

*3.29 

.22 

Nurse  Practitioners 

*3.29 

.29 

3.63 

.26 

Clinical  Nurses 

*4.24 

.10 

*3.63 

.10 

Medical  Technicians 

*4.41 

.07 

*3.82 

.08 

Administrative  Technicians 

*4.29 

.12 

3.85 

.15 

Group  Practice  Managers 

4.28 

.17 

3.93 

.19 

Health  Care  Integrators 

*4.67 

.21 

3.81 

.16 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction;  p  <  .05. 
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Table  18 


Satisfaction  Among  Air  Force  PCO  Teams  with  Pace  of  Work 

Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*3.78 

.04 

*3.68 

.05 

Physicians 

*3.36 

.11 

*3.51 

.11 

Physician  Assistants 

*3.22 

.18 

*3.21 

.20 

Nurse  Practitioners 

*3.06 

.28 

*3.37 

.27 

Clinical  Nurses 

*3.65 

.10 

*3.50 

.12 

Medical  Technicians 

4.04 

.07 

3.85 

.09 

Administrative  Technicians 

*3.76 

.12 

3.73 

.18 

Group  Practice  Managers 

3.92 

.19 

3.96 

.27 

Health  Care  Integrators 

*4.40 

.20 

3.95 

.21 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  19 

Comparison  of  Support  Staff  in  Optimized  Air  Force  Clinics  Before  and  After  PCO 


Before  PCO 

After  PCO 

Difference 

%  Change 

Nurses  per  provider 

.42 

.74 

+  .32 

+  76.2% 

Medical  techs  per  PCM 

1.54 

1.93 

+  .39 

+  25.3  % 

Admin  techs  per  PCM 

.29 

.80 

+  .51 

+  175.9  % 

Support  staff  per  PCM 

2.33 

3.47 

+  1.14 

+  48.9% 

GPMs  per  PCM 

.03 

.16 

+  .13 

+  433.3  % 

HCIsperPCM 

.06 

.17 

+  .11 

+  183.3% 
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Table  20 

Self  Perceptions  of  Support  from  Air  Force  PCO  Team  Members 

%  Responding  ‘yes’ 

Do  you  have  two  medical  technicians  per  provider?  54  % 

Do  you  have  one  administrative  technician  per  provider?  45  % 

Do  you  have  one-half  nurse  per  provider?  72  % 

Did  your  clinic  receive  any  additional  manning  to  implement  PCO? 


45% 
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Table  21 

Overall  Satisfaction  with  Treatment  Team  in  Air  Force  PCO  Teams 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.61 

.04 

*4.50 

.04 

Physicians 

*4.44 

.09 

*4.68 

.08 

Physician  Assistants 

*4.26 

.13 

*4,51 

.17 

Nurse  Practitioners 

3.96 

.25 

4.20 

.30 

Clinical  Nurses 

*4.96 

.09 

*4.75 

.11 

Medical  Technicians 

*4.69 

.06 

*4.48 

.08 

Administrative  Technicians 

*4.42 

.12 

4.12 

.15 

Group  Practice  Managers 

*4.56 

.15 

3.87 

.24 

Health  Care  Integrators 

*4.66 

.20 

*4.69 

.16 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  22 

Satisfaction  Among  Air  Force  PCO  Providers  with  Technician  Support 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

4.05 

.10 

*4.56 

.10 

Physicians 

4.08 

.12 

*4.63 

.12 

Physician  Assistants 

4.10 

.19 

*4.48 

.23 

Nurse  Practitioners 

3.61 

.33 

4.04 

.34 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  23 

Satisfaction  Among  Air  Force  PCO  Providers  with  Nurse  Support 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

*4.55 

.10 

*4.76 

.09 

Physicians 

*4.65 

.  .12 

*4.84 

.10 

Physician  Assistants 

*4.54 

.19 

*4.74 

.21 

Nurse  Practitioners 

4.00 

.31 

4.27 

.34 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  24 

Satisfaction  Among  Air  Force  PCO  Providers  with  Medical  Record  Availability 


Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

AH  Providers 

*3.61 

.10 

4.15 

.10 

Physicians 

*3.71 

.13 

4.22 

.12 

Physician  Assistants 

*3.32 

.17 

3.94 

.22 

Nurse  Practitioners 

3.43 

.32 

4.12 

.36 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  'neutral  satisfaction:  p  <  .05. 
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Table  25 

Satisfaction  in  Air  Force  PCO  Teams  with  Team  Member  Interaction 


• 

Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.76 

.04 

*4.56 

.05 

Physicians 

*4.93 

.10 

*4.90 

.10 

Physician  Assistants 

*4.73 

.17 

*4.81 

.20 

Nurse  Practitioners 

4.39 

.29 

4.35 

.35 

Clinical  Nurses 

*5.00 

.09 

*4.77 

.11 

Medical  Technicians 

*4.73 

.07 

*4.47 

.08 

Administrative  Technicians 

*4.49 

.12 

4.10 

.16 

Group  Practice  Managers 

*4.66 

.17 

4.00 

.25 

Health  Care  Integrators 

*4.84 

.20 

*4.66 

.18 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  26 

Satisfaction  in  Air  Force  PCO  Teams  with  Support  from  Other  Team  Members 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.66 

.04 

*4.51 

.05 

Physicians 

*4.85 

.10 

*4.76 

.10 

Physician  Assistants 

*4.63 

.16 

*4.60 

.21 

Nurse  Practitioners 

4.32 

.31 

4.30 

.36 

Clinical  Nurses 

*4.92 

.10 

*4.72 

.12 

Medical  Technicians 

*4.65 

.06 

*4.48 

.08 

Administrative  Technicians 

*4.35 

.12 

4.14 

.16 

Group  Practice  Managers 

*4.46 

.18 

3.75 

.27 

Health  Care  Integrators 

*4.49 

.23 

*4.72 

.19 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  27 

Comparison  of  Facility  Support  Before  and  After  PCO 


Before  PCO 

After  PCO 

Difference 

%  Change 

Patient  exam  rooms/pcm 

1.63 

2.05 

+  0.4 

+  25.0  % 

Patient  treatment  rooms/pcm 

0.38 

0.43 

+  0.05 

+  13.1  % 

Total  patient  care  rooms  /pcm 

2.01 

2.48 

+  0.5 

+  25.0  % 

Self-reported  exam  rooms/pcm 

1.96 

Self  reported  treatment  rooms/pcm 

0.31 

Self-reported  pt  care  rooms/pcm 

2.27 
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Table  28 

Overall  Satisfaction  with  Facility  Support  in  Air  Force  PCO  Teams 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.12 

.03 

*4.13 

.03 

^  Physicians 

4.08 

.08 

*4.22 

.06 

Physician  Assistants 

4.19 

.15 

4.12 

.12 

Nurse  Practitioners 

4.13 

.22 

*4.52 

.19 

Clinical  Nurses 

3.93 

.07 

4.04 

.07 

Medical  Technicians 

*4.10 

.05 

4.09 

.05 

Administrative  Technicians 

4.10 

.07 

3.97 

.07 

Group  Practice  Managers 

*4.51 

.12 

*4.39 

.15 

Health  Care  Integrators 

*4.73 

.15 

*4.54 

.13 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  29 

Satisfaction  in  Air  Force  PCO  Teams  with  Number  of  Examination  and  Treatment 

Rooms 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.65 

.04 

*4.46 

.04 

Physicians 

*4.94 

.12 

*4.67 

.09 

Physician  Assistants 

*4.89 

.20 

*4.75 

.16 

Nurse  Practitioners 

*5.10 

.30 

*4.89 

.22 

Clinical  Nurses 

*4.50 

.11 

*4.33 

.09 

Medical  Technicians 

*4.47 

.07 

*4.34 

.07 

Administrative  Technicians 

*4.44 

.08 

*4.22 

.08 

Group  Practice  Managers 

*5.29 

.18 

*4.79 

.26 

Health  Care  Integrators 

*5.45 

.19 

*4.87 

.17 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  30 

Satisfaction  in  Air  Force  PCO  Teams  with  Layout  of  Clinic  to  Maximize  Efficiency 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

3.98 

.04 

*4.11 

.04 

Physicians 

4.00 

.11 

*4.25 

.09 

Physician  Assistants 

4.33 

.18 

4.08 

.15 

Nurse  Practitioners 

4.00 

.29 

4.89 

.22 

Clinical  Nurses 

*3.74 

.10 

3.99 

.11 

Medical  Technicians 

4.02 

.07 

4.06 

.07 

Administrative  Technicians 

3.92 

.11 

3.88 

.12 

Group  Practice  Managers 

3.93 

.19 

4.14 

.23 

Health  Care  Integrators 

4.24 

.23 

*4.50 

.23 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  av^'ay  from  neutral  satisfaction:  p  <  .05. 
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Table  31 

Satisfaction  in  Air  Force  PCO  Teams  with  Equipment  and  Ability  to  Procure  New 

Equipment 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

3.95 

.04 

4.02 

.03 

Physicians 

*3.76 

.09 

4.03 

.07 

Physician  Assistants 

3.87 

.18 

3.90 

.15 

Nurse  Practitioners 

3.61 

.28 

4.08 

.25 

Clinical  Nurses 

,  *3.75 

.08 

3.94 

.09 

Medical  Technicians 

4.01 

.06 

4.02 

.06 

Administrative  Technicians 

4.00 

.08 

3.87 

.08 

Group  Practice  Managers 

4.25 

.16 

*4.39 

.16 

Health  Care  Integrators 

*4.69 

.16 

*4.53 

.14 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  32 

Satisfaction  in  Air  Force  PCO  Teams  with  Availability  of  Supplies 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*3.90 

.04 

3.95 

.03 

Physicians 

*3.63 

.10 

3,91 

.08 

Physician  Assistants 

3.67 

.17 

3.73 

.14 

Nurse  Practitioners 

3.81 

.32 

4.18 

.23 

Clinical  Nurses 

*3.74 

.08 

3.90 

.08 

Medical  Technicians 

3.90 

.07 

3.95 

.06 

Administrative  Technicians 

4.02 

.09 

3.91 

.09 

Group  Practice  Managers 

*4.52 

.14 

4.25 

.16 

Health  Care  Integrators 

*4.54 

.17 

4.25 

.14 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  33 


Overall  Satisfaction  with  Autonomy  in  Air  Force  PCO  Teams 

Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.34 

.04 

4.01 

.04 

Physicians 

*4.34 

.10 

4.04 

.09 

Physician  Assistants 

4.29 

.15 

4.01 

.14 

Nurse  Practitioners 

4.29 

.24 

4.11 

.22 

Clinical  Nurses 

*4.33 

.09 

3.96 

.10 

Medical  Technicians 

*4.26 

.06 

3.92 

.07 

Administrative  Technicians 

*4.24 

.10 

4.05 

.12 

Group  Practice  Managers 

*5.01 

.14 

*4.39 

.19 

Health  Care  Integrators 

*4.97 

.19 

*4.56 

.21 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  34 

Satisfaction  Among  Air  Force  PCO  Providers  with  Ability  to  Provide  Patient  Care 

According  to  Best  Judgment 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

*5.06 

.09 

4.11 

.07 

Physicians 

*5.07 

.11 

4.08 

.08 

Physician  Assistants 

*5.10 

.18 

4.14 

.17 

Nurse  Practitioners 

*4.97 

.28 

4.25 

.27 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  35 

Satisfaction  in  Air  Force  PCO  Teams  with  Ability  to  Initiate  Changes  in  the  Way  Work  is 


Done 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.13 

.04 

4.08 

.05 

Physicians 

3.97 

.12 

*4.23 

.11 

Physician  Assistants 

3.98 

.18 

4.14 

.16 

Nurse  Practitioners 

3.94 

.33 

4.00 

.28 

Clinical  Nurses 

4.05 

.10 

3.95 

.12 

Medical  Technicians 

*4.20 

.07 

4.02 

.08 

Administrative  Technicians 

4.08 

.11 

4.06 

.14 

Group  Practice  Managers 

*4.51 

.20 

4.14 

.26 

Health  Care  Integrators 

*4.53 

.23 

*4.56 

.25 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  36 

Satisfaction  in  Air  Force  PCO  Teams  with  Ability  to  Make  Changes  in  Work  Schedule 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.39 

.05 

3.93 

.05 

Physicians 

3.97 

.13 

3.81 

.12 

Physician  Assistants 

3.79 

.21 

3.77 

.22 

Nurse  Practitioners 

3.97 

.33 

4.07 

.31 

Clinical  Nurses 

*4.59 

.10 

3.97 

.11 

Medical  Technicians 

*4.32 

.07 

*3.83 

.08 

Administrative  Technicians 

*4.40 

.11 

4.04 

.14 

Group  Practice  Managers 

*5.51 

.15 

*4.64 

.27 

Health  Care  Integrators 

*5.41 

.20 

*4.56 

.22 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  37 

Overall  Satisfaction  with  Medical  Leadership  and  the  Organization  in  Air  Force  PCO 

Teams 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.21 

.04 

4.01 

.04 

Physicians 

4.03 

.09 

4.01 

.08 

Physician  Assistants 

4.17 

.16 

3.91 

.13 

Nurse  Practitioners 

3.74 

.28 

3.78 

.26 

Clinical  Nurses 

*4.19 

.08 

4.04 

.09 

Medical  Technicians 

*4.16 

.06 

3.94 

.06 

Administrative  Technicians 

*4.24 

.09 

4.10 

.11 

Group  Practice  Managers 

*4.84 

.15 

*4.38 

.19 

Health  Care  Integrators 

*4.97 

.19 

4.34 

.20 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05 
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Table  38 

Satisfaction  in  Air  Force  PCO  Teams  with  the  Emphasis  that  Lx)cal  Medical  Leadership 


Places  on  Primary  Care 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*4.30 

.04 

*4.17 

.04 

Physicians 

*4.26 

.11 

*4.26 

.10 

Physician  Assistants 

4.19 

.21 

4.04- 

.19 

Nurse  Practitioners 

4.04 

.28 

4.25 

.26 

Clinical  Nurses 

*4.33 

.09 

*4.22 

.10 

Medical  Technicians 

*4.17 

.06 

4.03 

.07 

Administrative  Technicians 

*4.23 

.10 

4.20 

.14 

Group  Practice  Managers 

*5.21 

.17 

*4.63 

.25 

Health  Care  Integrators 

*5.17 

.23 

*4.70 

.25 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction;  p  <  .05. 
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Table  39 

Satisfaction  in  Air  Force  PCO  Teams  with  Local  Medical  Leadership 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*4.33 

.04 

4.05 

.04 

Physicians 

*4.27 

.11 

4.09 

.09 

Physician  Assistants 

*4.48 

.19 

4.17 

.15 

Nurse  Practitioners 

3.97 

.36 

3.96 

.32 

Clinical  Nurses 

*4.30 

.11 

4.09 

.11 

Medical  Technicians 

*4.24 

.06 

3.96 

.07 

Administrative  Technicians 

*4.30 

.10 

4.09 

.12 

Group  Practice  Managers 

*4.95 

.19 

4.39 

.25 

Health  Care  Integrators 

*5.10 

.23 

4.23 

.24 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  40 

Satisfaction  in  Air  Force  PCO  Teams  with  Air  Force  Medical  Leadership 


Current  Satisfaction  Change  in  Satisfaction 

Value  SEM  Value  SEM 


All  Staff 

4.01 

.04 

*3.82 

.04 

Physicians 

*3.55 

.11 

*3.67 

.09 

Physician  Assistants 

3.86 

.17 

*3.55 

.16 

Nurse  Practitioners 

*3.33 

.31 

*3.35 

.30 

Clinical  Nurses 

3.95 

.10 

*3.79 

.11 

Medical  Technicians 

4.08 

.06 

*3.86 

.07 

Administrative  Technicians 

*4.22 

.10 

4.06 

.11 

Group  Practice  Managers 

4.32 

.20 

4.11 

.24 

Health  Care  Integrators 

*4.62 

.19 

4.14 

.22 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  41 

Overall  Satisfaction  with  Professional  Experience  in  Air  Force  PCO  Teams 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4,40 

.04 

4.06 

.04 

Physicians 

*4,26 

.08 

*3.86 

.06 

Physician  Assistants 

*4.54 

.14 

4.03 

.12 

Nurse  Practitioners 

*4.55 

.21 

3.92 

.17 

Clinical  Nurses 

*4.45 

.09 

4.10 

.10 

Medical  Technicians 

*4.53 

.06 

*4.21 

.07 

Administrative  Technicians 

4.14 

.09 

3.91 

.12 

Group  Practice  Managers 

4.06 

.17 

3.79 

.24 

Health  Care  Integrators 

*4.62 

.18 

4.24 

.19 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  42 

Satisfaction  in  Air  Force  PCO  Providers  with  Interaction  with  Consultant  Physicians 


Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

*4.51 

.09 

*4.10 

.05 

Physicians 

*4.46 

.11 

4.07 

.06 

Physician  Assistants 

*4.57 

.17 

4.19 

.12 

Nurse  Practitioners 

*4.61 

.30 

4.11 

.20 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  43 

Satisfaction  in  Air  Force  PCO  Teams  with  Ability  to  Discuss  Interesting  and  Challenging 

Cases  with  Other  Professionals 


Current  Satisfaction  Change  in  Satisfaction 

Value  SEM  Value  SEM 


All  Providers 

*4.83 

.07 

4.08 

.06 

Physicians 

*4.79 

.11 

3.93 

.07 

Physician  Assistants 

*4.88 

.18 

4.10 

.15 

Nurse  Practitioners 

*4.81 

.30 

4.11 

.22 

Clinical  Nurses 

*4.87 

.10 

.*4.22 

.10 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction, 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  44 

Satisfaction  among  Air  Force  PCO  Providers  with  Participation  in  Teaching  Activities 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

3.85 

.08 

*3.78 

.06 

Physicians 

*3.73 

.10 

*3.77 

.07 

Physician  Assistants 

4.08 

.17 

3.94 

.15 

Nurse  Practitioners 

4.03 

.29 

*3.44 

.27 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  One  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  45 

Satisfaction  in  Air  Force  PCO  Teams  with  Training  to  Care  for  Patients  Efficiently 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.42 

.04 

*4.09 

.04 

Physicians 

*4.49 

.11 

3.96 

.06 

Physician  Assistants 

*4.65 

.20 

3.94 

.16 

Nurse  Practitioners 

*4.84 

.30 

4.30 

.19 

Clinical  Nurses 

4.19 

.10 

4.05 

.10 

Medical  Technicians 

*4.61 

.07 

*4.25 

.07 

Administrative  Technicians 

4.18 

.11 

3.87 

.13 

Group  Practice  Managers 

3.64 

.22 

3.82 

.28 

Health  Care  Integrators 

*4.58 

.22 

4.14 

.18 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 


satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  46 

Satisfaction  in  Air  Force  PCO  Teams  with  Scope  of  Practice 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.30 

.04 

3.99 

.05 

Physicians 

3.84 

.12 

*3.57 

.09 

Physician  Assistants 

*4.51 

.20 

4.00 

.17 

Nurse  Practitioners 

4.47 

.29 

3.62 

.24 

Clinical  Nurses 

*4.32 

.10 

4.08 

.11 

Medical  Technicians 

*4.45 

.07 

*4.17 

.08 

Administrative  Technicians 

4.10 

.11 

3.95 

.15 

Group  Practice  Managers 

*4.52 

.18 

3.75 

.23 

Health  Care  Integrators 

*4.65 

.21 

4.34 

.25 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  47 

Overall  Satisfaction  with  Patient  Relations  in  Air  Force  PCO 


Current  Satisfaction  Change  in  Satisfaction 

Value  SEM  Value  SEM 


All  Staff 

*5.01 

.04 

*4.48 

.04 

Physicians 

*5.20 

.08 

*4.26 

.07 

Physician  Assistants 

*5.34 

.13 

*4.37 

.15 

Nurse  Practitioners 

*5.27 

.18 

4.14 

.22 

Clinical  Nurses 

*4.82 

.09 

*4.53 

.12 

Medical  Technicians 

*5.04 

.06 

*4.61 

.07 

Administrative  Technicians 

*4.75 

.10 

*4.49 

.12 

Group  Practice  Managers 

*5.07 

.13 

4.30 

.24 

Health  Care  Integrators 

*5.36 

.17 

*4.65 

.17 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05.. 
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Table  48 

Satisfaction  in  Air  Force  PCO  Teams  with  Patient  Appreciation 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*4.82 

.04 

*4.43 

.04 

Physicians 

*5.04 

.09 

*4.27 

.08 

Physician  Assistants 

*5.14 

.16 

*4.42 

.17 

Nurse  Practitioners 

*4.81 

.26 

4.11 

.24 

Clinical  Nurses 

*4.61 

.11 

*4.47 

.13 

Medical  Technicians 

*4.85 

.07 

*4.53 

.07 

Administrative  Technicians 

*4.62 

.11 

*4.47 

.12 

Group  Practice  Managers 

*4.72 

.17 

4.18 

.26 

Health  Care  Integrators 

*5.20 

.21 

*4.52 

.20 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  49 

Satisfaction  in  Air  Force  PCO  Teams  with  their  Contribution  to  the  Lives  of  Patients 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*5.19 

.04 

*4.52 

.04 

Physicians 

*5.27 

.08 

■'  *4.25 

.08 

Physician  Assistants 

*5.48 

.13 

4.25 

.16 

Nurse  Practitioners 

*5.55 

.16 

4.15 

.23 

Clinical  Nurses 

*5.04 

.09 

*4.60 

.12 

Medical  Technicians 

*5.23 

.06 

*4.69 

.07 

Administrative  Technicians 

*4.88 

.10 

*4.51 

.13 

Group  Practice  Managers 

*5.39 

.13 

*4.39 

.24 

Health  Care  Integrators 

*5.50 

.15 

*4.78 

.17 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  50 

Satisfaction  Among  Air  Force  PCO  Providers  with  their  Current  Relationships  with  their 


Patients 

Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

*5.33 

.07 

*4.28 

.07 

Physicians 

*5.29 

.08 

*4.25 

.08 

Physician  Assistants 

*5.41 

.15 

*4.44 

.17 

Nurse  Practitioners 

*5.45 

.19 

4.14 

.24 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  51 

Usage  of  Tools  to  Increase  Efficiency  of  Providers  in  Air  Force  PCO  Teams— Percent  of  Clinics  that  Use 


the  Tools  Before  and  After  PCO 

Tools 

Before  PCO 

After  PCO 

%  Change 

Nurse  Triage 

46% 

77  % 

+67.4  % 

Nurse/Technician  Managed  Clinics 

43  % 

61  % 

+41.9% 

Charting 

9% 

33  % 

+266.7  % 

Clinical  Preventive  Services 

33  % 

63  % 

+90.9% 

Dictation  Support 

16% 

24% 

+50.0  % 

Coding  Support 

8% 

32% 

+300.0  % 
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Table  52 


Overall  Satisfaction  with  Efficiency  in 

Air  Force  PCO  Teams 

Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.20 

.03 

*4.31 

.04 

Physicians 

*3.66 

.08 

4.12 

.07 

Physician  Assistants 

3.79 

.13 

4.09 

.14 

Nurse  Practitioners 

*3.55 

.21 

4.07 

.27 

Clinical  Nurses 

*4.25 

.09 

*4.45 

.10 

Medical  Technicians 

*4.38 

.05 

*4.35 

.07 

Administrative  Technicians 

*4.33 

.09 

*4.41 

.11 

Group  Practice  Managers 

*4.39 

.16 

4.27 

.22 

Health  Care  Integrators 

4.28 

.16 

•  *4.59 

.15 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  53 

Satisfaction  in  Air  Force  PCO  Teams  with  Efficient  Use  of  Patient  Time 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Ali  Staff 

3.98 

.04 

*4.21 

.04 

Physicians 

*3.70 

.10 

*4.18 

.08 

Physician  Assistants 

3.81 

.17 

4.14 

.17 

Nurse  Practitioners 

3.60 

.27 

4.04 

.32 

Clinical  Nurses 

3.93 

.10 

*4.26 

.12 

Medical  Technicians 

4.10 

.07 

*4.20 

.07 

Administrative  Technicians 

4.04 

.10 

*4.27 

.12 

Group  Practice  Managers 

4.15 

.19 

4.14 

.24 

Health  Care  Integrators 

4.06 

.17 

*4.44 

.16 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  54 

Satisfaction  Among  Air  Force  PCO  Providers  with  the  Amount  of  Time  in  Activities  not 


Related  to  Patient  Care 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

*3.19 

.08 

*3.64 

.08 

Physicians 

*3.17 

.10 

*3.61 

.09 

Physician  Assistants 

*3.41 

.16 

3.69 

.18 

Nurse  Practitioners 

*2.90 

.24 

3.78 

.30 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  ,2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  55 


Satisfaction  in  Air  Force  PCO  Teams  with  Overall  Treatment  Team  Efficiency 

Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.52 

,04 

*4.54  ' 

.04 

Physicians 

4.11 

.10 

*4.55 

.09 

Physician  Assistants 

4.16 

.16 

*4.44 

.17 

Nurse  Practitioners 

4.16 

.25 

4.41 

.33 

Clinical  Nurses 

*4.57 

.10 

*4.64 

.11 

Medical  Technicians 

*4.66 

.06 

*4.50 

.07 

Administrative  Technicians 

*4.62 

.10 

*4.56 

.12 

Group  Practice  Managers 

*4.62 

.16 

4.39 

.24 

Health  Care  Integrators 

*4.50 

.17 

*4.75 

.19 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  56 

Overall  Satisfaction  with  Quality  of  Medical  Care  in  Air  Force  PCO  Teams 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*4.55 

.03 

*4.43 

.03 

Physicians 

*4.19 

.07 

4.09 

.06 

Physician  Assistants 

4.16 

.12 

4.18 

.12 

Nurse  Practitioners 

4.02 

.18 

4.10 

.18 

Clinical  Nurses 

*4.56 

.07 

*4.58 

.09 

Medical  Technicians 

*4.71 

.05 

*4.57 

.06 

Administrative  Technicians 

*4.54 

.08 

*4.45 

.10 

Group  Practice  Managers 

*4.90 

.12 

*4.42 

.12 

Health  Care  Integrators 

*4.67 

.17 

*4.76 

.21 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Tables? 

Satisfaction  in  Air  Force  PCO  Teams  with  Access  to  Data  Reflecting  the  Demographics 


and  Health  Status  of  the  Enrolled  Population 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.09 

.04 

*4.24 

.04 

Physicians 

*3.73 

,09 

*4.19 

.07 

Physician  Assistants 

3.95 

.15 

4.29 

.15 

Nurse  Practitioners 

3.63 

.23 

4.23 

.19 

Clinical  Nurses 

3.99 

.10 

*4.26 

.11 

Medical  Technicians 

*4.26 

.05 

*4.24 

.06 

Administrative  Technicians 

*4.27 

.09 

4.21 

.11 

Group  Practice  Managers 

3.93 

.20 

4.00 

.22 

Health  Care  Integrators 

4.10 

.24 

*4.72 

.28 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  58 

Satisfaction  Among  Air  Force  PCO  Providers  with  Amount  of  Time  to  Care  for  Each 

Patient 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Providers 

*3.43 

.09 

*3.29 

.08 

Physicians 

*3.46 

.11 

*3.28 

.10 

Physician  Assistants 

*3.32 

.19 

*3.31 

.18 

Nurse  Practitioners 

3.45 

.30 

*3.30 

.27 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  59 


Satisfaction  in  Air  Force  PCO  Teams  with  Continuity  of  Care  that  Patients  Receive 

Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.64 

.04 

*4.69 

.04 

Physicians 

*4.50 

.10 

*4.59 

.09 

Physician  Assistants 

*4.38 

.17 

*4.73 

.18 

Nurse  Practitioners 

3.90 

.27 

*4.54 

.27 

Clinical  Nurses 

*4.50 

.08 

*4.76 

.10 

Medical  Technicians 

*4.79 

.06 

*4.74 

.07 

Administrative  Technicians 

*4.65 

.10 

*4.56 

.12 

Group  Practice  Managers 

*4.95 

.16 

*4.75 

.16 

Health  Care  Integrators 

*4.52 

.19 

*4.88 

.23 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  60 


Satisfaction  in  Air  Force  PCO  Teams  with  Overall  Quality  of  Medical  Care  Provided 

Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*5.11 

.03 

*4.59 

.04 

Physicians 

*5.05 

.09 

*4.29 

.08 

Physician  Assistants 

*4.98 

.15 

*4.38 

.16 

Nurse  Practitioners 

*5.10 

.21 

4.37 

.21 

Clinical  Nurses 

*5.24 

.08 

*4.74 

.10 

Medical  Technicians 

*5.09 

.06 

*4.72 

.07 

Administrative  Technicians 

*4.88 

.10 

*4.61 

.12 

Group  Practice  Managers 

*5.75 

.12 

*4.50 

.19 

Health  Care  Integrators 

*5.37 

.19 

*4.69 

.26 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction;  p  <  .05. 
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Table  61 

Overall  Satisfaction  with  Compensation  in  Air  Force  PCO  Teams 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

4.07 

.04 

*3.88 

.03 

Physicians 

4.15 

.08 

3.92 

.05 

Physician  Assistants 

4.23 

.13 

3.90 

.10 

Nurse  Practitioners 

3.95 

.20 

3.79 

.17 

Clinical  Nurses 

*4.49 

.09 

3.93 

.08 

Medical  Technicians 

*3.82 

.06 

*3.82 

.05 

Administrative  Technicians 

*3.66 

.09 

*3.82 

.09 

Group  Practice  Managers 

*4.87 

.14 

4.23 

.13 

Health  Care  Integrators 

*5.18 

.19 

4.19 

.14 

Note,  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  62 

Satisfaction  in  Air  Force  PCO  Teams  with  Pay  and  Other  Benefits 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.13 

.04 

*3.89 

.03 

Physicians 

4.13 

.12 

3.90 

.06 

Physician  Assistants 

*4.43 

.18 

3.98 

.12 

Nurse  Practitioners 

*4.74 

.22 

3.74 

.18 

Clinical  Nurses 

*4.92 

.10 

*4.19 

.08 

Medical  Technicians 

*3.65 

.07 

*3.74 

.06 

Administrative  Technicians 

*3.70 

.10 

3.82 

.11 

Group  Practice  Managers 

*4.95 

.17 

*4.18 

.16 

Health  Care  Integrators 

*5.54 

.16 

4.21 

.12 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  63 

Satisfaction  in  Air  Force  PCO  Teams  with  Prospects  for  Promotion 


Current  Satisfaction 

Value  SEM 

Change  in 

Value 

Satisfaction 

SEM 

All  Staff 

*4.19 

.04 

*3.93 

.03 

Physicians 

*4.45 

.09 

3.99 

.05 

Physician  Assistants 

*4.36 

.14 

3.98 

.12 

Nurse  Practitioners 

3.48 

.29 

3.81 

.22 

Clinical  Nurses 

*4.26 

.11 

*3.73 

.11 

Medical  Technicians 

4.11 

.06 

3.96 

.05 

Administrative  Technicians 

*3.73 

.10 

3.83 

.11 

Group  Practice  Managers 

*4.85 

.18 

4.25 

.17 

Health  Care  Integrators 

*5.01 

.24 

4.14 

.20 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  64 

Satisfaction  in  Air  Force  PCO  Teams  with  Opportunities  for  Recognition  and  Awards 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*3.91 

.04 

*3.84 

.04 

Physicians 

3.86 

.09 

*3.88 

.06 

Physician  Assistants 

3.90 

.17 

3.75 

.14 

Nurse  Practitioners 

3.61 

.27 

3.82 

.23 

Clinical  Nurses 

*4.32 

.10 

3.89 

.10 

Medical  Technicians 

*3.72 

.07 

*3.78 

.07 

Administrative  Technicians 

*3.56 

.11 

3.82 

.11 

Group  Practice  Managers 

*4.78 

.19 

4.25 

.14 

Health  Care  integrators 

*4.94 

.23 

4.10 

.17 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 


satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  65 

Satisfaction  in  Air  Force  PCO  Teams  with  Current  Position  in  the  Military 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.12 

.04 

3.94 

.05 

Physicians 

*3.73 

.11 

*3.76 

.09 

Physician  Assistants 

4.30 

.16 

4.00 

.15 

Nurse  Practitioners 

4.29 

.28 

3.59 

.29 

Clinical  Nurses 

4.10 

.11 

3.92 

.11 

Medical  Technicians 

*4.16 

.07 

4.00 

.08 

Administrative  Technicians 

*3.76  • 

.12 

3.86 

.15 

Group  Practice  Managers 

*4.95 

.15 

3.96 

.21 

Health  Care  Integrators 

*5.32 

.18 

*4.55 

.24 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  66 

Desire  to  Continue  in  the  Military  in  Air  Force  PCO  Teams 


Likelihood  of  Separation 

Change  in  Likelihood 

Value 

SEM 

Value 

SEM 

All  Staff 

4.05 

.06 

*4.27 

.05 

Physicians 

*2.71 

,14 

3.84 

.11 

Physician  Assistants 

4.29 

.28 

3.98 

.20 

Nurse  Practitioners 

3.73 

.42 

3.86 

.34 

Clinical  Nurses 

*4.82 

.14 

*4.57 

.13 

Medical  Technicians 

4.07 

.10 

*4.37 

.08 

Administrative  Technicians 

3.80 

.16 

4.05 

.13 

Group  Practice  Managers 

*4.98 

.29 

*4.58 

.24 

Health  Care  Integrators 

*5.43 

.29 

*5.13 

.25 

Note.  Likelihood  of  Separation  is  scaled  from  one  to  seven.  One  equals  very  likely,  seven  equals  very 
unlikely.  Change  in  Likelihood  is  also  scaled  from  one  to  seven.  One  equals  large  increase  in  likelihood, 
seven  equals  large  decrease  in  likelihood. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  67 


Satisfaction  in  Air  Force  PCO  Teams  with  Changes  in  Military  Primary  Care 


Would  Repeat 

Would  Recommend 

Value 

SEM 

Value 

SEM 

All  Staff 

*4.42 

.05 

*4.41 

.05 

Physicians 

*4.47 

.11 

*4.44 

.11 

Physician  Assistants 

4.33 

.17 

4.28 

.19 

Nurse  Practitioners 

4.37 

.33 

4.16 

.34 

Clinical  Nurses 

*4.47 

.11 

*4.55 

.12 

Medical  Technicians 

*4.41 

.08 

*4.39 

.08 

Administrative  Technicians 

4.15 

.13 

4.05 

.13 

Group  Practice  Managers 

*4.70 

.22 

*4.87 

.21 

Health  Care  Integrators 

*5.11 

.20 

«  *._1  _ 

*5.42 

.22 

Note,  Would  Repeat  is  scaled  from  one  to  seven.  One  equals  definitely  wouldn’t  accept  position  again, 


seven  equals  definitely  would  accept  position.  Would  Recommend  is  also  scaled  from  one  to  seven.  One 


equals  definitely  wouldn’t  recommend  the  position  to  a  friend,  seven  equals  definitely  would  recommend 
the  position. 
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Table  68 

Change  in  Overall  Satisfaction  in  Air  Force  PCO  Teams 

Change  in  Satisfaction 
Value  SEM 


All  Staff 

*4.31 

.04 

Physicians 

4.15 

.09 

Physician  Assistants 

4.17 

.15 

Nurse  Practitioners 

4.00 

.27 

Clinical  Nurses 

*4.42 

.09 

Medical  Technicians 

*4.34 

.06 

Administrative  Technicians 

4.04 

.10 

Group  Practice  Managers 

*4.74 

.17 

Health  Care  Integrators 

*5.07 

.17 

Note.  Change  in  satisfaction  is  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction,  seven 
equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from 
neutral  satisfaction:  p  <  .05. 
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Factors  Correlated  to  Staff  Satisfaction  and  their  Descriptions — Staff  Duties  and  Activities  (Continued 
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Table  80 

Factors  Related  to  Overall  Satisfaction  with  Workload  in  Air  Force  PCO  Teams — 
Positive  Correlations 


Factors 

n 

Pearson  Correlation 

C 

Staff  Position 

1337 

.154 

.000 

Percent  of  Time  in  Patient  Education 

1121 

.134 

.000 

Academy  Graduate 

281 

.123 

.039 

Self-reported  Vi  Nurse  per  Provider 

1289 

.108 

.000 

Clinical  Preventive  Services  Support 

1317 

.105 

.000 

Percent  of  Time  in  Residency  Training 

1117 

.083 

.006 

Self-reported  1  Admin  Tech  per  Provider 

1294 

.081 

.004 

Self-reported  2  Med  Techs  per  Provider 

1295 

.080 

.004 

Percent  of  Time  in  Staff  Training 

1123 

.075 

.012 

Coding  Support 

1337 

.073 

.008 

Self-reported  Additional  Manning 

1212 

.071 

.014 

CONUS 

1310 

.058 

.037 

Nurses  per  Provider,  Change 

1319 

.057 

.039 
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Table  81 

Factors  Related  to  Overall  Satisfaction  with  Workload  in  Air  Force  PCO  Teams  — 


Negative  Correlations 

Factors 

n 

Pearson  Correlation 

e 

Hours  Worked  per  Week 

1127 

-.334 

.000 

Hours  Worked  per  Week,  Change 

851 

-.193 

.000 

Type  of  Employee 

1298 

-.170 

.000 

Type  of  Provider 

288 

-.143 

.015 

Percent  of  Time  in  Administration,  Change 

801 

-.087 

.014 

Age 

1286 

-.081 

.004 

Percent  of  Time  in  Outpatient  Care 

1121 

-.079 

.008 
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Table  82 

Factors  Related  to  Overall  Satisfaction  with  Workload  in  Air  Force  PCO  Teams — 
Stepwise  Linear  Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

.180 

7 

14.828 

.000 

Factors 

P 

t 

p-Value 

Hours  Worked  per  Week 

-0.048 

-6.139 

.000 

Gender 

0.419 

3.436 

.001 

Clinical  Preventive  Services  Support 

0.682 

2.985 

.003 

Percent  of  Time  in  Patient  Education 

0.015 

2.880 

.004 

Percent  of  Time  in  Administration,  Change 

-0.009 

-2.397 

.017 

Self-reported  ¥1  Nurse  per  Provider 

0,337 

2.393 

.017 

Staff  Position 

0..388 

2.308 

.021 

Notes.  r^=  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  p  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  83 

Factors  Related  to  Overall  Satisfaction  with  the  Treatment  Team  in  Air  Force  PCO 
Teams — Positive  Correlations 


Factors 

H 

Pearson  Correlation 

a 

Self-reported  Vi  Nurse  per  Provider 

1288 

.196 

.000 

Self-reported  Productivity,  Change 

232 

.179 

.006 

Self-reported  2  Med  Techs  per  Provider 

1294 

.169 

.000 

Med  Techs  per  Provider 

1335 

.152 

.000 

Self-reported  1  Admin  Tech  per  Provider 

1293 

.141 

.000 

Percent  of  Time  in  Patient  Education 

1119 

.132 

.000 

Nurses  per  Provider 

1335 

.130 

.000 

Self-reported  Examination  Rooms  per  Provider 

1282 

.084 

.003 

Exam  Rooms  per  Provider 

1335 

.073 

.008 

Self-reported  Additional  Manning 

1211 

.073 

.011 

Productivity 

1331 

.071 

.009 

Health  Care  Integrators  per  Provider 

1335 

.068 

.013 

Coding  Support,  Change 

1322 

.067 

.016 

Coding  Support 

1335 

.065 

.018 

Nurses  per  Provider,  Change 

1317 

.064 

.020 

Percent  of  Time  Working  in  Optimized  Clinic 

1205 

.064 

.026 

Nurse  Managed  Clinic  Utilization,  Change 

1310 

.060 

.029 

Self-reported  Additional  Patient  Care  Rooms 

1217 

.060 

.036 

Percent  of  Time  in  Staff  Training 

1121 

.060 

.044 
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Table  84 

Factors  Related  to  Overall  Satisfaction  with  the  Treatment  Team  in  Air  Force  PCO 
Teams  — Negative  Correlations 


Factors 

n 

Pearson  Correlation 

Q 

Hours  Worked  per  Week,  Change 

849 

-.142 

.000 

Hours  Worked  per  Week 

1125 

-.087 

.003 

Percent  of  Time  in  Military  Activities,  Change 

797 

-.072 

.043 

Type  of  Employee 

1296 

-.067 

.016 
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Table  85 

Factors  Related  to  Overall  Satisfaction  with  the  Treatment  Team  in  Air  Force  PCO 
Teams — Stepwise  Linear  Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

.147 

7 

11.639 

.000 

Factors 

p 

t 

p-Value 

Self-reported  2  Med  Techs  per  Provider 

0.522 

4.177 

.000 

Percent  of  Time  in  Patient  Education 

0.017 

3.481 

.001 

Coding  Support,  Change 

0.325 

3.133 

.002 

Self-reported  Vi  Nurse  per  Provider 

0.367 

2.534 

.012 

Self-reported  Treatment  Rooms  per  Provider 

0.666 

2.140 

.033 

Nurses  per  Provider 

Jl  _ £sr.  ' _ _ ! _ a! _ £ _ _ 

0.466 

jr  _ 

2.011 

-r  £ _ 1 _ 

.045 

Notes  r^=  Coefficient  of  deT^  for  the  regression  model,  df  =  degrees  of  freedom  for  the 

regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  p  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  86 

Factors  Related  to  Overall  Satisfaction  with  Team  Efficiency  in  Air  Force  PCO  Teams — 


Positive  Correlations 

Factors 

n 

Pearson  Correlation 

e 

Staff  Position 

1323 

.167 

.000 

Seif-reported  Vi  Nurse  per  Provider 

1279 

.136 

.000 

Self-reported  2  Med  Techs  per  Provider 

1284 

.123 

.000 

Percent  of  Time  in  Patient  Education 

1108 

.119 

.000 

Self-reported  Examination  Rooms  per  Provider 

1272 

.094 

.001 

Self-reported  1  Admin  Tech  per  Provider 

1283 

.092 

.001 

Percent  of  Time  in  Staff  Training 

1110 

.088 

.003 

Percent  of  Time  in  Staff  Training,  Change 

792 

.081 

.022 

Percent  of  Time  in  Patient  Education,  Change 

791 

.077 

.030 

Coding  Support 

1323 

.073 

.008 

Med  Techs  per  Provider 

1323 

.072 

.009 

Contractor 

1323 

.070 

.011 

Self-reported  Additional  Patient  Care  Rooms 

1209 

.064 

.026 

Nurses  per  Provider,  Change 

1305 

.061 

.027 

Self-reported  Treatment  Rooms  per  Provider 

1195 

.060 

.037 
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Table  87 

Factors  Related  to  Overall  Satisfaction  with  Team  Efficiency  in  Air  Force  PCO  Teams  — 


Negative  Correlations 

Factors 

n 

Pearson  Correlation 

Q 

Hours  Worked  per  Week 

1115 

-.217 

.000 

Type  of  Employee 

1284 

-.208 

.000 

Hours  Worked  per  Week,  Change 

843 

-.118 

.001 

Percent  of  Time  in  Outpatient  Care 

1108 

-.115 

.000 

Nurse  Triage  Utilization,  Change 

1281 

-.104 

.000 
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Table  88 

Factors  Related  to  Overall  Satisfaction  with  Team  Efficiency  in  Air  Force  PCO  Teams — 
Stepwise  Linear  Regression 

Model  ^  ^  P  P-Value 

Stepwise  Multiple  Linear  Regression  .138  9  8.320  .000 


Factors 

p 

t 

p-Value 

Percent  of  Time  in  Patient  Education 

0.019 

3.850 

.000 

Nurses  per  Provider,  Change 

0.409 

2.840 

.005 

Type  of  Employee 

-0.252 

-2.790 

.005 

Self  reported  Treatment  Rooms  per  Provider 

0.698 

2.719 

.007 

Self-reported  Examination  Rooms  per  Provider 

0.447 

2.608 

.009 

Percent  of  Time  in  Staff  Training,  Change 

0.016 

2.460 

.014 

Staff  Position 

0.106 

2.427 

.016 

Hours  Worked  per  Week,  Change 

-0.018 

-2.087 

.037  ■ 

Gender 

0.220 

1.990 

.047 

Notes.  r^=  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  P  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  l-test  statistic  for  the  variable. 


Patient  Satisfaction,  Staff  Satisfaction,  and  Efficiency  199 


Table  89 

Factors  Related  to  Overall  Satisfaction  with  Compensation  in  Air  Force  PCO  Teams — 
Positive  Correlations 


Factors 

n 

Pearson  Correlation 

e 

Type  of  Employee 

1284 

.195 

.000 

Age 

1274 

.119 

.000 

Self-reported  Additional  Patient  Care  Rooms 

1205 

.117 

.000 

Dictation  Support,  Change 

1300 

.114 

.000 

Self-reported  Additional  Manning 

1199 

.096 

.001 

Experience  in  Medicine 

1290 

.088 

.001 

Self-reported  1  Admin  Tech  per  Provider 

1281 

.079 

.005 

Self-reported  Vi  Nurse  per  Provider 

1277 

.073 

.009 

Percent  of  Time  in  Patient  Education 

1107 

.071 

.018 

Percent  of  Time  in  Staff  Training 

786 

.071 

.047 

Dictation  Support 

1323 

.063 

.021 

Health  Care  Integrators  per  Provider,  Change 

1305 

.062 

.025 

Group  Practice  Managers  per  Provider,  Change 

1305 

.055 

.049 
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Table  90 

Factors  Related  to  Overall  Satisfaction  with  Compensation  in  Air  Force  PCO  Teams  — 


Negative  Correlations 

Factors 

n 

Pearson  Correlation 

Q 

Self-reported  Productivity 

267 

-.197 

.001 

Hours  Worked  per  Week,  Change 

836 

-.141 

.000 

Percent  of  Time  in  Outpatient  Care 

796 

-.084 

.005 

Percent  of  Time  in  Research 

1107 

-.075 

.012 
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Table  91 

Factors  Related  to  Overall  Satisfaction  with  Compensation  in  Air  Force  PCO  Teams- 
Stepwise  Linear  Regression 


Model 

- ? 

df 

F 

P“Value 

Stepwise  Multiple  Linear  Regression 

.088 

6 

7.533 

.000 

Factors 

p 

t 

p-Value 

Type  of  Employee 

0.371 

4.067 

.000 

Staff  Position 

0.146 

3.333 

.001 

Dictation  Support,  Change 

0.375 

2.876 

.004 

Age 

0.019 

2.867 

.004 

Percent  of  Time  in  Patient  Education 

0.012 

2.486 

.013 

Hours  Worked  per  Week,  Change 

XT-.,.**  ..2  _ _ Ji : _ 4.1. 

-0.017 

-2.022 

.044 

regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  P  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  92 

Factors  Related  to  Overall  Satisfaction  in  Air  Force  PCO  Teams — Positive  Correlations 


Factors 

n 

Pearson  Correlation 

fi 

Type  of  Provider 

283 

.172 

.004 

Percent  of  Time  in  Patient  Education 

1097 

.119 

.000 

Staff  Position 

1312 

.114 

.000 

Percent  of  Time  in  Staff  Training 

1099 

.101 

.001 

Self-reported  V%  Nurse  per  Provider 

1266 

.100 

.000 

Experience  in  Medicine 

1280 

.091 

.001 

Percent  of  Time  in  Staff  Training,  Change 

779 

.062 

.040 

Dictation  Support,  Change 

1289 

.086 

.002 

Self-reported  Additional  Manning 

1 191 

.085 

.003 

Age 

1263 

.084 

.003 

Contractor 

1312 

.079 

.004 

Health  Care  Integrators  per  Provider,  Change 

1294 

.073 

.009 

Group  Practice  Managers  per  Provider,  Change 

1294 

.067 

.016 

Self-reported  Additional  Patient  Care  Rooms 

1195 

.066 

.022 

Percent  of  Time  in  Military  Activities 

1099 

.062 

.040 

Patient  Care  Rooms  per  Provider,  Change 

1294 

.058 

.035 
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Table  93 

Factors  Related  to  Overall  Satisfaction  in  Air  Force  PCO  Teams  — Negative  Correlations 


Factors 

n 

Pearson  Correlation 

fi 

Hours  Worked  per  Week 

1102 

-.103 

.001 

Hours  Worked  per  Week,  Change 

830 

-.101 

.004 

Percent  of  Time  in  Outpatient  Care 

1097 

-.095 

.002 

Nurse  Triage  Utilization,  Change 

1270 

-.076 

.007 

Admin  Techs  per  Provider,  Change 

1294 

-.069 

.013 

Charting  Support 

1299 

-.067 

.016 

Type  of  Employee 

1274 

-.065 

.020 

Nurse  Managed  Clinic  Utilization 

1306 

-.059 

.033 

Enrollees  per  Provider 

1312 

-.058 

.036 

Enrollees  per  Provider,  Change 


1312 


-.057 


.039 
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Table  94 

Factors  Related  to  Overall  Satisfaction  in  Air  Force  PCO  Teams — Stepwise  Linear 
Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

.055 

4 

6.711 

.000 

Factors 

p 

t 

p-Value 

Type  of  Employee 

-0.291 

-2.700 

.007 

Experience  in  Federal  Medicine 

0.032 

2.639 

.009 

Percent  of  Time  in  Staff  Training,  Change 

0.023 

2,540 

.011 

Self-reported  Vi  Nurse  per  Provider 

XT_  i _  'Z  _ I'J"  •  ^  r  1  .  •  .  •  n  - . 

0.388 

2.308 

.021 

Not^.  r^=  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  P  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  95 

Factors  Related  to  Change  in  Overall  Satisfaction  in  Air  Force  PCO  Teams — Positive 
Correlations 


Factors 

n 

Pearson  Correlation 

a 

Self-reported  Vz  Nurse  per  Provider 

1273 

.164 

.000 

Percent  of  Time  in  Patient  Education 

1104 

.157 

.000 

Self-reported  1  Admin  Tech  per  Provider 

1278 

.126 

.000 

Self-reported  2  Med  Techs  per  Provider 

1280 

.121 

.000 

CONUS 

1292 

.106 

.000 

Self-reported  Additional  Manning 

1197 

.104 

.000 

Med  Techs  per  Provider 

1319 

.088 

.001 

Exam  Rooms  per  Provider,  Change 

1301 

.087 

.002 

Percent  of  Time  in  Staff  Training 

1106 

.086 

.004 

Coding  Support 

1319 

.083 

.002 

Treatment  Rooms  per  Provider,  Change 

1301 

.082 

.003 

Contractor 

1319 

.078 

.004 

Health  Care  Integrators  per  Provider 

1319 

.078 

.005 

Group  Practice  Managers  per  Provider 

1319 

.077 

.005 

Staff  Position 

1319 

.074 

.007 

Percent  of  Time  in  Military  Activities 

1106 

.074 

.014 

Self-reported  Additional  Patient  Care  Rooms 

1202 

.063 

.028 

Group  Practice  Managers  per  Provider,  Change 

1301 

.062 

.026 

Nurse  Managed  Clinic  Utilization,  Change 

1294 

.060 

.032 

Table  96 

Factors  Related  to  Change  in  Overall  Satisfaction  in  Air  Force  PCO  Teams  — Negative 


Correlations 
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Factors  n  Pearson  Correlation  q 


Hours  Worked  per  Week,  Change 

834 

-.277 

.000 

Hours  Worked  per  Week 

1107 

-.167 

.000 

Percent  of  Time  in  Administration,  Change 

785 

-.142 

.000 

Enlisted  Rank 

639 

-.100 

.012 

Gender 

1273 

-.094 

.001 

Enrollees  per  Provider,  Change 

1319 

-.083 

.002 

Percent  of  Time  in  Administration 

1108 

-.069 

.021 

Type  of  Employee 

1281 

-.060 

.031 

TRICARE  Region 

1285 

-.059 

.034 
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Table  97 

Factors  Related  to  Change  in  Overall  Satisfaction  in  Air  Force  PCO  Teams — Stepwise 
Linear  Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

.222 

12 

10.902 

.000 

Factors 

P 

t 

p-Value 

Hours  Worked  per  Week,  Change 

-0.044 

-5.175 

.000 

Charting  Support 

0.709 

3.446 

.001 

Nurse  Managed  Clinic  Utilization,  Change 

0.389 

3.118 

.002 

Percent  of  Time  in  Staff  Training 

0.022 

3.059 

,002 

Group  Practice  Managers  per  Provider 

0.994 

3.009 

.003 

Percent  of  Time  in  Administration 

-0.007 

-2.982 

.003 

Treatment  Rooms  per  Provider,  Change 

0.431 

2.514 

.012 

Percent  of  Time  in  Patient  Education 

0.011 

2.318 

.021 

Enrollees  per  Provider,  Change 

-0.0004 

-2.304 

.022 

Self-reported  1  Admin  Tech  per  Provider 

0,248 

2.231 

.026 

Gender 

.2  _ _ ^  _ : _ 

-0.233 

/-IT  _  A 

-2.150 

.032 

Notes,  r^=  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  P  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  98 

Factors  Related  to  Desire  to  Continue  in  the  Military  in  Air  Force  PCO  Teams — Positive 


Correlations 


Factors 

n 

Pearson  Correlation 

a 

Experience  in  Medicine 

1262 

.195 

.000 

Age 

1246 

.194 

.000 

Experience  in  Federal  Medicine 

1259 

.157 

.000 

Staff  Position 

1294 

.157 

.000 

Percent  of  Time  in  Patient  Education 

1083 

.123 

.000 

Percent  of  Time  in  Staff  Training 

1085 

.120 

.000 

Enlisted  Rank 

631 

.112 

.005 

Dictation  Support,  Change 

1272 

.094 

.001 

Self-reported  V^  Nurse  per  Provider 

1249 

.087 

.002 

Percent  of  Time  in  Administration 

1087 

.065 

.032 

Productivity,  Change 

1275 

.064 

.022 

Exam  Rooms  per  Provider,  Change 

1277 

.059 

.034 

Health  Care  Integrators  per  Provider 

1294 

.059 

.035 

Self-reported  Additional  Patient  Care  Rooms 

1182 

.058 

.045 
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Table  99 

Factors  Related  to  Desire  to  Continue  in  the  Military  in  Air  Force  PCO  Teams — Negative 
Correlations 


Factors 

n 

Pearson  Correlation 

C 

Percent  of  Time  in  Outpatient  Care 

1083 

-.160 

.000 

Hours  Worked  per  Week,  Change 

821 

-.114 

.001 

Hours  Worked  per  Week 

1085 

-.104 

.001 

Enrollees  per  Provider,  Change 

1294 

-.097 

.000 

Officer  Rank 

527 

-.088 

.043 

Type  of  Employee 

1257 

-.084 

.003 

Charting  Support,  Change 

1241 

-.081 

.004 

Charting  Support 

1281 

-.070 

.013 

Nurse  Managed  Clinic  Utilization 

1288 

-.060 

.032 

Enrollees  per  Provider 


1294 


-.055 


.046 
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Table  100 

Factors  Related  to  Desire  to  Continue  in  the  Military  in  Air  Force  PCO  Teams — Stepwise 
Linear  Regression 

Model  ^  df  F  P-Value 

Stepwise  Multiple  Linear  Regression  .088  5  8.923  .000 


Factors  P  t  p- Value 


Staff  Position 

0.305 

5.179 

.000 

Age 

0.025 

2.778 

.006 

Self-reported  Vi  Nurse  per  Provider 

0.384 

2.327 

.020 

Percent  of  Time  in  Staff  Training,  Change 

0.020 

2.291 

.022 

Percent  of  Time  in  Administration 

-0.007 

-2.179 

.030 

Notes.  =  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  P  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  101 

Factors  Related  to  Overall  Satisfaction  in  Air  Force  PCO  Physicians — Positive 


Correlations 

Factors 

n 

Pearson  Correlation 

a 

Dictation  Support,  Change 

185 

.217 

.003 

Self-reported  1  Admin  Tech  per  Provider 

185 

.205 

.005 

Experience  in  Federal  Medicine 

188 

.194 

.008 

Self-reported  Vi  Nurse  per  Provider 

189 

.171 

.019 

Self-reported  Additional  Manning 

176 

.163 

.031 

Experience  in  Medicine 

187 

.149 

.042 

Self-reported  Treatment  Rooms  per  Provider 

184 

.149 

.043 
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Table  102 

Factors  Related  to  Overall  Satisfaction  in  Air  Force  PCO  Physicians — Negative 


Correlations 

Factors 

n 

Pearson  Correlation 

Q 

Nurse  Triage  Utilization 

189 

-.165 

.023 

Type  of  Employee 

182 

-.159 

.032 
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Table  103 

Factors  Related  to  Overall  Satisfaction  in  Air  Force  PCO  Physicians— Stepwise  Linear 
Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

.281 

5 

5.935 

.000 

Factors 

P 

t 

p-Value 

Self-reported  Additional  Patient  Care  Rooms 

1.070 

3.270 

.002 

Charting  Support 

1.818 

2.843 

.006 

USUHS  Graduate 

1.152 

2.629 

.010 

Self-reported  1  Admin  Tech  per  Provider 

0.774 

2.453 

.016 

Enrollees  per  Provider,  Change 

-0.001 

-2.055 

.043 

Notes.  r^=  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  (3  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  104 

Factors  Related  to  Change  in  Overall  Satisfaction  in  Air  Force  PCO  Physicians — Positive 


Correlations 

Factors 

n 

Pearson  Correlation 

a 

Self-reported  1  Admin  Tech  per  Provider 

187 

.298 

.000 

Percent  of  Time  in  Military  Activities 

154 

.253 

.002 

Self-reported  Vi  Nurse  per  Provider 

191 

.233 

.001 

Self-reported  2  Med  Techs  per  Provider 

187 

.222 

.002 

Treatment  Rooms  per  Provider,  Change 

188 

.187 

.010 

Percent  of  Time  in  Staff  Training,  Change 

154 

.182 

.024 

Coding  Support,  Change 

189 

.176 

.016 

Percent  of  Time  in  Residency  Training 

176 

.174 

.021 

Nurse  Managed  Clinic  Utilization,  Change 

187 

.166 

.023 

Self-reported  Additional  Manning 

177 

.150 

.046 

Self-reported  Treatment  Rooms  per  Provider 

186 

.148 

.044 
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Table  105 

Factors  Related  to  Change  in  Overall  Satisfaction  in  Air  Force  PCO  Physicians- 


Negative  Correlations 

Factors 

n 

Pearson  Correlation 

C 

Hours  Worked  per  Week,  Change 

159 

-.306 

.000 

Hours  Worked  per  Week 

179 

-.173 

.021 
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Table  106 

Factors  Related  to  Change  in  Overall  Satisfaction  in  Air  Force  PCO  Physicians — 
Stepwise  Linear  Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

All 

7 

7.971 

.000 

Factors 

p 

t 

p-Value 

Hours  Worked  per  Week,  Change 

-0.061 

-3.035 

.003 

Self-reported  1  Admin  Tech  per  Provider 

0,741 

2.900 

.005 

Self-reported  2  Med  Techs  per  Provider 

0.667 

2.642 

.010 

Percent  of  Time  in  Staff  Training,  Change 

0.128 

2.538 

.013 

Dictation  Support 

-0.674 

-2.233 

.029 

Percent  of  Time  in  Military  Activities 

'1  _ _ i.  _ ‘  c _ - 

0.087 

2.211 

.030 

Notes.  F  =  Coefficient  of  determination  for  the  regression  model,  df  =  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  p  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  107 


Factors  Related  to  Desire  to  Continue  in  the  Military  in 

Positive  Correlations 

Air  Force  PCO  Physici 

ans — 

Factors 

n 

Pearson  Correlation 

a 

Experience  in  Medicine 

185 

.290 

.000 

Officer  Rank 

177 

.286 

.000 

Experience  in  Federal  Medicine 

186 

.274 

.000 

ROTC  Graduate 

186 

.229 

.002 

Age 

179 

.219 

.003 

USUHS  Graduate 

186 

.191 

.009 

Percent  of  Time  in  Residency  Training,  Change 

150 

.190 

.020 

MAJCOM 

184 

.181 

.014 

Percent  of  Time  in  Military  Activities 

176 

.152 

.043 

Dictation  Support,  Change 

183 

.150 

.043 
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Table  108 

Factors  Related  to  Desire  to  Continue  in  the  Military  in  Air  Force  PCO  Physicians — 


Negative  Correlations 

Factors 

n 

Pearson  Correlation 

a 

HPSP  Scholarship 

186 

-.197 

.007 

CONUS 

184 

-.177 

.016 

Self-reported  Productivity 

178 

-.167 

.026 

Type  of  Employee 

181 

-.160 

.031 
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Table  109 

Factors  Related  to  Desire  to  Continue  in  the  Military  in  Air  Force  PCO  Physicians — 
Stepwise  Linear  Regression 


Model 

df 

F 

p-Value 

Stepwise  Multiple  Linear  Regression 

.311 

5 

6.785 

.000 

Factors 

P 

t 

p-Value 

Percent  of  Time  in  Staff  Training,  Change 

0.166 

3.277 

.002 

USUHS  Graduate 

1,581 

3.077 

.003 

Self-reported  Additional  Patient  Care  Rooms 

0.911 

2.471 

.016 

ROTC  Graduate 

1.961 

2.362 

.021 

Self-reported  1  Admin  Tech  per  Provider 

XT  .  .  _  '1  _ cc'.  _  ? _ .1.  _ r  j _ ! _ 1.! _ ..  4.1 _ - 

0.792 

2.207 

.030 

Notes.  r^=  Coefficient  of  determination  for  the  regression  model,  df  -  degrees  of  freedom  for  the 
regression  model,  F  =  F-test  value  for  the  regression  model,  p-Value  =  significance,  P  =  unstandardized 
linear  regression  coefficient  for  the  variable,  t  =  t-test  statistic  for  the  variable. 
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Table  110 

Comparison  of  Patient  Satisfaction  Before  and  After  PCO 


Facets  of  Patient  Satisfaction 

Before  PCO 

After  PCO 

t 

p-value 

Overall  Satisfaction  with  Clinics  (Q12) 

5.80 

5.87 

,899 

.372 

Overall  Satisfaction  with  Medical  Care  (Q5) 

5.91 

6.00 

1.248 

.217 

QlOc  -  Referral  for  Specialty  Care 

3.48 

3.60 

1.296 

.200 

Q9  -  Office  Wait  Time 

3.62 

3.56 

-1.014 

.315 

Q1 1  -  Time  to  Return  Call 

3.29 

3.34 

.540 

.591 

QlOb  -  Access  to  Medical  Care 

3.56 

3.58 

.148 

.883 

Q  10a  -  Ease  of  Making  Phone  Appointment 

3.65 

3.62 

-.409 

.684 

Q7  -  Appointment  Wait  Time 

3.81 

3.75 

-.747 

.458 

Access  Average 

3.57 

3.57 

.072 

.943 

Q3j  -  Overall  Quality  of  Care 

4.10 

4.14 

.617 

.540 

Q3i  -  How  Well  Care  Met  Needs 

3.91 

3.98 

.968 

.337 

Q3c  -  Thoroughness  of  Treatment 

4.12 

4.16 

.688 

.494 

Q3h  -  How  Much  Helped 

3.87 

3.94 

.995 

.324 

Q3d  -  Explanations  of  Tests 

4.13 

4.15 

.456 

.650 

Quality  Average 

4.03 

4.07 

.815 

.418 

Q3e  -  Personal  Interest 

4.10 

4.13 

.413 

.681 

Q3g  -  Amount  of  Time  with  Dr/Staff 

3.94 

3.99 

.727 

.470 

Q3b  -  Attention  Given  to  What  Pt  Said 

4.16 

4.20 

.816 

.418 

Q3f  -  Advise  on  Ways  to  Stay  Healthy 

3.95 

4.00 

.666 

.508 

Q3a  -  Friendliness  and  Courtesy  of  Staff 

4.18 

4.20 

.306 

.761 

Interpersonal  Relationship  Average 

4.07 

4.10 

.638 

.526 

Note,  p-value  calculated  by  comparing  means  and  utilizing  t-test. 
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Table  111 

Staff  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10  Satisfaction  Domains, 

Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Treatment  Team 

*4.61 

.04 

*4.50 

.04 

Patient  Relations 

*5.01 

.04 

*4.48 

.04 

Quality  of  Medical  Care 

*4.55 

.03 

*4.43 

.03 

Efficiency  of  Medical  Care 

*4.20 

.03 

*4.31 

.04 

Facility  Support 

*4.12 

.03 

*4.13 

.03 

Professional  Experience 

*4.40 

.04 

4.06 

.04 

Autonomy 

*4.34 

.04 

4.01 

.04 

Organization  and  Leadership 

*4.21 

.04 

4.01 

.04 

Compensation 

4.07 

.04 

*3.88 

.03 

Workload 

3.99 

.04 

*3.68 

.04 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  112 

Physician  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10  Satisfaction  Domains, 


Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Treatment  Team 

4.44 

.04 

*4.68 

.08 

Patient  Relations 

*5.20 

.08 

*4.26 

.07 

Facility  Support 

4.08 

.08 

*4.22 

.06 

Efficiency  of  Medical  Care 

*3.66 

.08 

4.12 

.07 

Quality  of  Medical  Care 

*4.19 

.07 

4.09 

.06 

Autonomy 

*4.34 

.10 

4.04 

.09 

Organization  and  Leadership 

4.03 

.09 

4.01 

.08 

Compensation 

4.15 

.08 

3.92 

.10 

Professional  Experience 

*4.26 

.08 

*3.86 

.06 

Workload 

*3.59 

.09 

*3.46 

.08 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  113 

Physician  Assistant  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10  Satisfaction 


Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Treatment  Team 

*4.26 

.13 

*4.51 

.17 

Patient  Relations 

*5.34 

.13 

*4.37 

.15 

Quality  of  Medical  Care 

4.16 

.12 

4.18 

.12 

Facility  Support 

4.19 

.15 

4.12 

.12 

Efficiency  of  Medical  Care 

3.79 

.13 

4.09 

.14 

Professional  Experience 

*4.54 

.14 

4.03 

.12 

Autonomy 

4.29 

.15 

4.01 

.14 

Organization  and  Leadership 

4.17 

.16 

3.91 

.13 

Compensation 

4.23 

.13 

3.90 

.10 

Workload 

*3.32 

.16 

*3.27 

.17 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 


Patient  Satisfaction,  Staff  Satisfaction,  and  Efficiency  224 


Table  114 

Nurse  Practitioner  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10  Satisfaction 


Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

Facility  Support 

4.13 

.22 

*4.52 

.19 

Treatment  Team 

3.96 

.25 

4.20 

.30 

Patient  Relations 

*5.27 

.18 

4.14 

.22 

Autonomy 

4.29 

.24 

4.11 

.22 

Quality  of  Medical  Care 

4.02 

.18 

4.10 

.18 

Efficiency  of  Medical  Care 

*3.55 

.21 

4.07 

.27 

Professional  Experience 

*4.55 

.21 

3.92 

.17 

Compensation 

3.95 

.20 

3.79 

.17 

Organization  and  Leadership 

3.74 

.28 

3.78 

.26 

Workload 

*3.27 

.25 

*3.43 

.23 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  115 

Clinical  Nurse  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10  Satisfaction 
Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Treatment  Team 

*4.96 

.09 

*4.75 

.11 

Quality  of  Medical  Care 

*4.56 

.07 

*4.58 

.09 

Patient  Relations 

*4.82 

.09 

*4.53 

.12 

Efficiency  of  Medical  Care 

*4.25 

.09 

*4.45 

.10 

Professional  Experience 

*4.45 

.09 

4.10 

.10 

Facility  Support 

3.93 

.07 

4.04 

.07 

Organization  and  Leadership 

*4.19 

.08 

4.04 

.09 

Autonomy 

*4.33 

.09 

3.96 

.10 

Compensation 

*4.49 

.09 

3.93 

.08 

Workload 

3.94 

.09 

*3.56 

.10 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  116 

Medical  Technician  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10  Satisfaction 


Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in 

Satisfaction 

Value 

SEM 

Value 

SEM 

Patient  Relations 

*5.04 

.06 

*4.61 

.07 

Quality  of  Medical  Care 

*4.71 

.05 

*4.57 

.06 

Treatment  Team 

*4.69 

.06 

*4.48 

.08 

Efficiency  of  Medical  Care 

*4.38 

.05 

*4.35 

.07 

Professional  Experience 

*4.53 

.06 

*4.21 

.07 

Facility  Support 

*4.10 

.05 

4.09 

.05 

Organization  and  Leadership 

*4.16 

.06 

3.94 

.06 

Autonomy 

*4.26 

.06 

3.92 

.07 

Workload 

*4.22 

.06 

*3.84 

.07 

Compensation 

*3.82 

.06 

*3.82 

.05 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction;  p  <  .05. 
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Table  117 

Administrative  Technician  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10 
Satisfaction  Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Patient  Relations 

*4.75 

.10 

*4.49 

.12 

Quality  of  Medical  Care 

*4.54 

.08 

*4.45 

.10 

Efficiency  of  Medical  Care 

*4.33 

.09 

*4.41 

.11 

Treatment  Team 

*4.42 

.12 

4.12 

.15 

Organization  and  Leadership 

*4.24 

.09 

4.10 

.11 

Autonomy 

*4.24 

.10 

4.05 

.12 

Facility  Support 

4.10 

.07 

3.97 

.07 

Professional  Experience 

4.14 

.09 

3.91 

.12 

Compensation 

*3.66 

.09 

*3.82 

.09 

Workload 

4.02 

.10 

3.80 

.15 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  118 

Group  Practice  Manager  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10 
Satisfaction  Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Quality  of  Medical  Care 

*4.90 

.12 

*4.42 

.12 

Facility  Support 

*4.51 

.12 

*4.39 

.15 

Autonomy 

*5.01 

.14 

*4.39 

.19 

Organization  and  Leadership 

*4.84 

.15 

*4.38 

,19 

Patient  Relations 

*5.07 

.13 

4.30 

.24 

Efficiency  of  Medical  Care 

*4.39 

.16 

4.27 

.22 

Compensation 

*4.87 

.14 

4.23 

.13 

Workload 

4.10 

.16 

3.88 

.21 

Treatment  Team 

*4.56 

.15 

3.87 

.24 

Professional  Experience 

4.06 

.17 

3.79 

.24 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Table  119 

Health  Care  Integrator  Satisfaction  and  Change  in  Satisfaction  Scores  in  the  10 
Satisfaction  Domains,  Ordered  by  Change  in  Satisfaction 


Current  Satisfaction 

Change  in  Satisfaction 

Value 

SEM 

Value 

SEM 

Quality  of  Medical  Care 

*4.67 

.17 

*4.76 

.21 

Treatment  Team 

*4.66 

.20 

*4.69 

.16 

Patient  Relations 

*5.36 

.17 

*4.65 

.17 

Efficiency  of  Medical  Care 

*4.28 

.16 

*4.59 

.15 

Autonomy 

*4.97 

.19 

*4.56 

.21 

Facility  Support 

*4.73 

.15 

*4.54 

.13 

Organization  and  Leadership 

*4.97 

.19 

4.34 

.20 

Professional  Experience 

*4.62 

.18 

4.24 

.19 

Compensation 

*5.18 

.19 

4.19 

.14 

Workload 

*4.54 

.18 

3.88 

.16 

Note.  Current  Satisfaction  is  scaled  from  one  to  seven.  One  equals  very  dissatisfied,  seven  equals  very 
satisfied.  Change  in  satisfaction  is  also  scaled  from  one  to  seven.  One  equals  large  decrease  in  satisfaction, 
seven  equals  large  increase  in  satisfaction. 

*  The  number  is  greater  than  2  standard  errors  of  the  mean  away  from  neutral  satisfaction:  p  <  .05. 
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Figure  1 .  Optimized  Clinics  Surveyed 
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Figure  2.  Overall  Satisfaction  with  Workload  Stratified  by  the  Hours  Worked  per  Week 
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Appendix  A 

Primary  Care  Optimization  Staff  Satisfaction  Questionnaire 


Provider  Primary  Care  Optimization  (PCO)  Satisfaction  Questionnaire 


Demographics:  To  be  completed  by  the  providers.  (Please  check  the  best  answer  or  fill  in  the 
blank) 

1 .  How  much  of  your  time  is  spent  in  direct 

support  of  the  optimized  primary  care  clinic?  _ % 

2.  Whafis  your  age?  years 

3.  What  is  your  gender?  Di  Male  ^2  Female 

4.  What  is  your  current  rank/grade?  GS _  E _ 

O _  Contractor 

5.  How  many  years  have  you  worked  in 

federal  health  care?  years 

6.  How  many  years  have  you  worked  in 

health  care  (government  and  civilian)?  years 

7.  How  long  have  you  worked  in  a  clinic  with  optimized  teams?  _ months 

8.  Did  you  work  in  a  nonoptimized  Air  Force  primary  care  clinic  prior  to  working  in  your  current 
optimized  clinic? 

r.J|  yes  02  no 

note:  If  your  answer  was  “no”  do  not  fill  in  the  “before  PCO”  portions  of  the  rest  of 
the  survey,  nor  the  “change  in  satisfaction”  portion  of  the  satisfaction  survey. 

9.  How  many  hours  did  you  work  before  PCO  and  how  many  hours  do  you  currently  work  on 
average  per  week?  (Include  call  time  spent  in  the  office  or  hospital) 

Before  PCO _ After  PCO 


_ hours  _ hours 

1 0.  What  percentage  of  your  time  is  spent  in  the  following  activities?  Please  estimate  time  usage 
both  before  and  after  the  implementation  of  PCO  (Total  =  100%). 

Before  PCO  _ After  PCO 


Outpatient  Care 
Inpatient  Care 
Patient  Education 
Staff  Training 
Resident  Training 
Administration 
Military/Readiness 
Research 

Other  _ 


% 

% 

% 

% 

% 

% 

% 

% 

% 


% 

% 

% 

% 

% 

% 

% 

% 

% 


1 1 .  What  is  the  name  of  the  clinic  where  you  work? 


An  optimized  primary  care  team  should  have  two  medical  technicians,  one  administrative 
technician,  and  one-half  to  one  nurse  per  provider.  Do  you  currently  have  these  manpower 
resources  in  your  clinic? 


12. 

Two  medical  techs  per  provider? 

□1  yes 

□2  no 

13. 

One  administrative  technician  per  provider? 

Oi  yes 

□2  no 

14. 

One-half  nurse  per  provider? 

□1  yes 

□2  no 

15.  Did  your  clinic  receive  any  additional  manning  following  the  implementation  of  PCO? 

□i  yes  02  no 

16.  How  many  exam  rooms  do  you  have  for  each  provider?  _ 

1 7.  How  many  treatment/procedure  rooms  do  you  have  for  each  provider?  _ 

1 8.  Did  the  number  of  treatment  and  exam  rooms  per  provider  increase  with  the  implementation 
of  PCO? 

□i  yes  02  no 

19.  What  type  of  provider  are  you?  Di  M.D.  LhD.O.  DsN.  P.  ChP.  A. 

20.  If  a  physician,  what  is  your  specialty?  Di  General  Practice/No  Specialty 

□2  Family  Practice  D3  Pediatrics 

□4  Internal  Medicine  Ds  Other _ 

21 .  What  is  the  source(s)  of  your  original  military  service  obligation?  (check  all  that  apply) 

□1  Service  Academy  □2ROTC  DsHPSP  □4'USUHS  Os  Other _ 

22.  What  is  the  average  number  of  outpatient  visits  you  saw  per  week  before  PCO  and  you 
currently  see? 

Before  PCO  fOct  -  Dec  ’99)  After  PCO  (Oct  -  Dec  ’00) 

_ patients/week  patients/week 


23.  If  you  had  all  of  the  nurses,  technicians,  exam 
rooms  and  other  support  that  money  could  buy,  how 

much  could  you  increase  your  productivity?  _ % 


P2 


Provider  Job  Satisfaction  —To  be  completed  by  the  providers.  For  all  statements 
below  please  circle  the  number  that  corresponds  with  your  change  in  satisfaction 
following  the  implementation  of  the  new  primary  care  optimization  program: 


1 ,  Satisfaction  with  my  level  of  leisure  time  and 
family  time 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

2.  Chahge  iii  satisfaction  te  area  listed  at)ove 
following  implementation  of  PCO 

liurglj  Dticreas/e  :  No  clian|^  iteieas 

I-  ^  ^  "'1  ^  ^ 

3 .  Satisfaction  with  the  pace  of  my  work  (amount 
of  work  to  accomplish  during  the  day) 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

^  ^ v ir ''V.  §, ■  -  .'"-f 

Comments: 


S.  Satisfaction  with  technician  support 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

7.  Satisfaction  with  nurse  support 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

g;  Chah^h  in  satisfaction  in  area  listed  above 
following  implementation  of  t'CO 

r"  ■";f "  3  4  ^  5  6  7 

9.  Satisfaction  with  medical  record  availability 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

;  lp,^;gh^ge'‘in  ‘sati^fa^^^n  hi  afea  i  .\; 

1 1 .  Satisfaction  with  teamwork  and  interaction 
with  treatment  team  members 

viry  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

12,  i^hto^  iii  i^aiili^oticih  in  area  listed  atjovii 

1  jfe'iiotifingMptani^tation 

-{iar|eDeci^edse  No  change  l^rga  Increase 

‘  t  -  :;l  .5  ’  f 

13.  Satisfaction  with  the  way  that  the  treatment 
team  works  together  to  support  each  other 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

14.  Change  in  satisfaction  in  s^a  listed  above 
following  irnplemeotation  of  PCO  .  .. 

Large  Decrease  No  change  Large  Increase 

-..J.'  .  4;.  *7  •• 

Comments: 
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15.  Satisfaction  with  number  of  exam  and 
treatment  rooms  _ 


Mt&i^fibn  Ia  area  tinted  dBove 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


1 7.  Satisfaction  with  layout  of  the  clinic  to 
maximize  efficiency 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

18 .  Change  in  satisfaction  in  area  listed  above 

L&f  Dcitirfease 

No  cfiange 

Large  Increase 

following  implementation  of  PCO 

1  2 

3 

4 

5 

6  7 

19.  Satisfaction  with  equipment  and  ability  to 
procure  new  equipment 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

M 

.;":;l|i!»rge-Itt'er#se'' 

■  f.,' -X, 

21.  Satisfaction  with  availability  of  supplies 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

:'^2.;';i!3Kffige:ln'  s^atisfactipn  .m;-^alisted;above; .  ■  ■■ 

:MfgeDe<?t"0a§ie 

Nit^ehange 

'S'-' 

;:|iaifgejneti^'se 

yj'6 

1 

23.  Satisfaction  with  my  ability  to  provide  patient 
care  according  to  my  best  judgment 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

24.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 

Large  Decrease 

1  2 

No  change 

...:A  '  . 

5 

Large  Increase 

25.  Satisfaction  with  my  ability  to  initiate  changes 
in  the  way  work  is  done  in  the  clinic 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

2,6,  Change  in  Satisfkotlon  in  ^a  fisfdd  abpve '  ,  ■. 

,  jlQilq^ihgi^pteihehtetlO^  . . 

^JjgrgeDecrea^ 

'■t'  ■ 

t- 

,ffi>l*liange 

.^ML 

.‘|»argeliicre4se;' 

27.  Satisfaction  with  my  ability  to  make  changes  in 
my  work  schedule  if  needed 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

28:  Cfi^gd  itt  shtisfactiOh  ih  areh  listed  hbove 

.  I^aVge  DleCfeaS^ 

r, 

:N0  change 

,  '.. . 

liafge  Jticfcase 

following  iniplemefltatiOn  opPCO  ; 

'1  'i 

3 

4' 

i  '  7  ■ 

Comments; 
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29.  Satisfaction  with  the  emphasis  that  local 
leadership  places  on  primary  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

3 1 .  Satisfaction  with  local  medical  leadership 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

32.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 

Large  Decrease  No  change  Large  Increase 

1  2  3  4  5  6  7 

33.  Satisfaction  with  Air  Force  medical  leadership 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

34.  Change  in  satisfaetltai  ip  area  listed  above 
folldwing  iri^lemi^tetion 

L^lfeDecmise  Noelietige  Large  Increase 

1  2  3  4  5  6  7 

Comments: 


B 

M 

35.  Satisfaction  with  my  interaction  with 

consultant  physicians  (telephone  and  written) 

Very  Dissatisfied 

1  2 

Neutral 

3  4 

5 

Very  Satisfied 

6  7 

-  Necjtsnis; 

■  :. 

it:'' 

liicrefje 

37.  Satishiction  with  my  ability  to  discuss 

Very  Dissatisfied 

Neutral 

Very  SatisHed 

interesting/challenging  cases  with  other 

1 

2 

3  4 

5 

6 

7 

providers 

38.  Cftihge  in  satisfitetion  in  area  listed  above 

Lai^  De^r^se 

No  change 

Large  liicrease  I 

following  implementation  of  PCO 

1 

2 

3  4 

5 

6 

7 

39.  Satisfaction  with  the  training  I  receive  to  care 

Very  Dissatisfied 

Neutral 

Very  Satisfied  I 

for  patients  efficiently 

1 

2 

3  4 

5 

6 

7 

40.  Change  in  satisfaction  in  area  listed  above 

Large  Decrease 

No  change 

Large  Increase  I 

^  ^ ,  ,  1 

1 

-w  r 

3  4 

6 

7 

4 1 .  Satisfaction  with  my  scope  of  practice  (ability 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

to  schedule  procedures  and  care  for  more 

1 

2 

3  4 

5 

6 

7 

complicated  patients) 

42.  Chatt]^  in  satilfaction  id  areit  listed  above 

1  Large  0eer$ase 

Ne  change 

Large  increase  I 

following  imBjiinehtatioq  ofJKO 

1 

2 

3  4 

■$. 

6 

7 

43.  Satisfaction  with  my  ability  to  participate  in 

Very  DissatisHed 

Neutral 

Very  Satisfied 

meaningful  teaching  activities 

1 

2 

3  4 

5 

6 

7 

44.  Change  in  satisfaction  in  area  listed  above 

[Large  Decr^se 

Ne  ehiitnge 

Large  Increase 

following  implementation  of  PCO 

1 

2 

3  4 

5 

6 

7 

Comments: 


45.  Satisfaction  that  my  patients  appreciate  the 
work  I  do  for  them 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

47.  Satisfaction  with  the  contribution  I  make  to  the 
lives  of  my  patients 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

48:  iphhni^  in  slitisfacti^a  to  af|^iisted  ^  v* 

following  implemehtatton  ^PCO  : 

"  .  1. ’.'fjKiePilge  ' ,  r  ‘ifargeliier^se 

■  "1  .  ’  ?  '  '6  '  7 

49.  Satisfaction  with  my  current  relationships  with 
my  patients 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

50.  Change  in  satisfaction  in  area  listed  above 
_  .following  implemehtatto 

Large  Decrease  No  change  Large  increase 

-1.2  . 3  ,  :4  ^  ^  ^ 

Comments: 


5 1 .  Satisfaction  that  the  patients  do  not  waste  time 
accessing  and  receiving  medical  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

Chtoigf  iiisatisftcti^iiis^iil^^abbve  •  •; 

liaise toWfesise" 

53.  Satisfaction  with  the  amount  of  time  that  I 
spend  in  activities  not  related  to  patient  care 

Very  Dissatisfied  Neutral  Very  SatisHed 

1  2  3  4  5  6  7 

;,)l41'Cpih"g^'to'Sati^ftcttotf  to  arMWisteiiabbVd 
iditoWihg  itofllemeata^^^  ^  ^ 

■'ils^rgtiDcWiaM . ■  '.■■Ealr^c,IiSiSr«Sise  •■ 

f  t  '3  '4  4-'  ^6  "7 

55.  Satisfaction  with  overall  treatment  team 
efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

56.  Change  in  satisfaction  in  area  listed  above 
following  irpplementatlon  of  PQO 

Large  Decrease  No  change  Large  Increase 

,1  ,  1 . .  J  7 

Comments: 
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57.  Satisfaction  with  access  to  data  reflecting  the 
demographics  and  health  status  of  the  enrolled 
population  _ 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


59.  Satisfaction  with  the  amount  of  time  that  I  have  Very  Dissatisfied  Neutral 
to  take  care  of  my  patient  12  3  4 


Very  Satisfied 

6  7 


lilUl  i  HI  fTl}  isli 


6 1 .  Satisfaction  with  the  continuity  of  care  that  the 
patients  receive 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

62 .  hi  s^tisfatitlofi  in  listed  aBo^e : .  /  - 

.  Large  Irtercas0 

-'1,  •  ?  , s  .'.J 

63.  Satisfaction  with  the  overall  quality  of  medical 
care  that  is  provided 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

Comments: 


65.  Satisfaction  with  my  pay  and  other  benefits 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

|6.  IB  Ifitlsfaction  ht  ama 

■  ’  .  v  ifip  clliiige- 

i'  ■  '■  f'  M  if-’"  ■ .  ?r 

67.  Satisfaction  with  my  prospects  for  promotion 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

1 6S.  Change  ih  satisfaction  in  afea  listed  above  .  •.  ■ 
IdiloWirtg  liripiieniehtation  6f  PC6  .  v  •  ' . 

:  ■'  p^o  cBaiile  ,  .  |[nfrfe9$6 

iJ-.-t:  -  J  ■  6  ■  t 

69.  Satisfaction  with  my  opportunities  for 
recognition  and  awards 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

:  70.  Oheiii^d  to  satisfaction  in  afea  li|ted  abo^  / . . 

.  d^dJ^bwing  imto^toentatipn  oifP^  ,  .  , 

Larg^Df^^ea^e  ::  ^  N^chartl^e  ^  ,  Large  lUcr^ase 

Comments: 
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71.  Overall  satisfaction  with  my  current  position  in 
military  medicine 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

73-  Change, ill  satisfefctipn  in  area  listed  above 

Lafg^  Decrease'  ,  r(^eei>l>hge  ti^rge  InCi^ejse 

fl  -1  '’4  ■§  ■;«*■  7 

Comments: 


73.  With  your  current  knowledge,  if  you  were  not 
in  a  clinic  that  is  involved  in  optimization  and 
had  the  option  to  accept  a  position,  what  would 
you  decide? 

Definitely  Neutral  Definitely 

Wouldn’t  or  Would 

Accept  Position  Uncertain  Accept  Position 

1  2  3  4  5  6  7 

74,  If  aBiefid  of  yours  df  your  spec^^  toM 
:  iiey ’^dre 

optimized  clinic,  what  would  you  tell  therti? 

>  J)efini£$)y  r  rMeiitrat'  <  'D^nitel}'  ' 

■  ■  ■'-m"  ■  ■  ■•'  %ottid 

. KhfiiiNigtn'  -  'i^oWe'dd 

f^pfition  Ppslidoift 

■f.  ,-2  I  4,;  -S  6,7 

75.  Do  you  plan  to  separate  from  the  Air  Force  (or 
quit  your  position)  at  your  next  opportunity? 

Definitely  Neutral  Definitely 

Not 

1  2  3  4  5  6  7 

'  ill 

•  I-':-  Me  %\t  Fpjfef :if ’fie  hixt  opp'orhifll'ty  i^MoSe  ,  j 
:  of priiriaiy  ckifd^  ,  ■  ;  .  H 

.'hlucg  ILeSs  ,  »  W  i|4otji 

jLikely  b  . .  W.to  , 

^pdrite  .  ■  -  thiCdrtalM  .  -  .  ^par4tfe  , 

I.;  -  ,a 

Comments: 
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Nurse  Primary  Care  Optimization  (PCO)  Satisfaction  Questionnaire 


Demographics;  To  be  completed  by  all  nurses  assigned  to  PCO  teams.  All  responses  will  be 
grouped  and  compared  in  their  aggregate  to  assure  anonymity.  (Please  check  the  best  answer  or 
fill  in  the  blank) 


1 .  How  much  of  your  time  is  spent  in  direct 
support  of  the  optimized  primary  care  clinic? 

2.  What  is  your  age? 

3.  What  is  your  gender? 

4.  What  is  your  current  rank/grade? 


years 


□i  Male  02  Female 


GS 

O 


Contractor 


years 


years 


months 


5.  How  many  years  have  you  worked  in 

federal  health  care?  _ 

6.  How  many  years  have  you  worked  in 

health  care  (government  and  civilian)?  _ 

7.  How  long  have  you  worked  in  a  clinic  with  optimized  teams?  _ 

8.  Did  you  work  in  a  nonoptimized  Air  Force  primary  care  clinic  prior  to  working  in  your  current 
optimized  clinic? 

□i  yes  Da  no 

-  note:  If  your  answer  was  "no”  do  not  fill  in  the  “before  PCO”  portions  of  the  rest  of 
the  survey,  nor  the  “change  in  satisfaction”  portion  of  the  satisfaction  survey. 

9.  How  many  hours  did  you  work  before  PCO  and  how  many  hours  do  you  currently  work  on 
average  per  week?  (Include  call  time  spent  in  the  office  or  hospital) 


Before  PCO 


After  PCO 


hours 


hours 


10.  What  percentage  of  your  time  is  spent  in  the  following  activities?  Please  estimate  time  usage 
both  before  and  after  the  implementation  of  PCO  (Total  =  100%). 

Before  PCO _ After  PCO 


Patient  Care 

% 

% 

Patient  Education 

% 

% 

Staft  Training 

% 

% 

Resident  Training 

% 

% 

Administration 

% 

% 

Military/Readiness 

% 

% 

Research 

% 

% 

Other 

% 

% 

1 1 .  What  is  the  name  of  the  clinic  where  you  work?  _ 

An  optimized  primary  care  team  should  have  two  medical  technicians,  one  administrative 
technician,  and  one-half  to  one  nurse  per  provider.  Do  you  currently  have  these  manpower 
resources  in  your  clinic? 


12.  Two  medical  techs  per  provider? 

□1  yes 

□2  no 

13.  One  administrative  technician  per  provider? 

□1  yes 

□2  no 

14.  One-half  nurse  per  provider? 

□1  yes 

□2  no 

15.  Did  your  clinic  receive  any  additional  manning  following  the  implementation  of  PCO? 

□i  yes  O2  no 

1 6.  How  many  exam  rooms  do  you  have  for  each  provider?  _ 

1 7.  How  many  treatment/procedure  rooms  do  you  have  for  each  provider?  _ 

1 8.  Did  the  number  of  treatment  and  exam  rooms  per  provider  increase  with  the  implementation 


N2 


Nurse  Job  Satisfaction  -To  be  completed  by  all  nurses  on  the  PCO  teams.  For  all 
statements  below  please  circle  the  number  that  corresponds  with  your  current 
satisfaction  and  your  change  in  satisfaction  following  the  implementation  of  the  new 
primary  care  optimization  program.  All  responses  will  be  grouped  and  compared  in 
their  aggregate  to  assure  anonymity. 


1 .  Satisfaction  with  my  level  of  leisure  time  and 
family  time 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'%  ih:  sWisfeetiph  in  are^  Ifei^d  abpye 

\  ‘  ■y."' 

3.  Satisfaction  with  the  pace  of  my  work  (amount 
of  work  to  accomplish  during  the  day) 

Very  DissatisHed  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

4.  Change  in  satisfactidn  in  area  listed  above 
following  implementation  of  PCO 

Large  Decrease  No  ekaiige  Large  tAefease 

1  2  3  4  5  6  7 

Comments: 


5.  Satisfaction  with  teamwork  and  interaction 
with  treatment  team  members 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'l3arg0['Ue€ri4s«!  ■  '  '  Wi^gelji^^iSe 

7.  Satisfaction  with  the  way  that  the  treatment 
team  works  together  to  support  each  other 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

“  (3hi0in|e  ihSid§f4^tidn  irt^al^ed  a^^  ; 

.ibjloMngitrijSleffieutationbfPCG  -  ■ 

Lajtga  De^reala ’’  • '  t4fechahg?  ,  Liyge 

■  -'fi' 

Comments: 


N3 


®3-i 


9.  Satisfaction  with  number  of  exam  and 
treatment  rooms 

Very  Dissatisfled  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

-  i'l-  f  ■  - 

i  1 .  Satisfaction  with  layout  of  the  clinic  to 
maximize  efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

12.  Change  in  satisfaction  in  area  listed  above 
&llf>^ing  ifliplediBiitation  af  PCO  . 

Large  Decrease  No  change  Large  Increase 

1  i . j  t  s  -■  i6  , 7  .  ^ 

13.  Satisfaction  with  equipment  and  ability  to 
procure  new  equipment 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

to  &atisfa<^i^tt:in’pj^l|||ff?^^^  ■ 

;  ■  ^  ]b*)rge  Ow^sise  s  ■ ,  -r-jNo  change  i  ’  •  - :  i  ^rge  incrpsste. 

15.  Satisfaction  with  availability  of  supplies 

Very  Dissatisfied  Neutral  Very  SatlsDed 

1  2  3  4  5  6  7 

IS.  Chari^^^^^  in  arba  listed  above 

following  implementation  of  PCO 

Lai^ge  D^ctiease  No  cliaiige  Large  Increase 

1  2  3  4  5  6  7 

Comments: 


1 7.  Satisfaction  with  my  ability  to  initiate  changes 
in  the  way  work  is  done  in  the  clinic 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

:  '  Lnifgc  I>eei^ea^e  ,  {^o  ehatilfe  • 

_ .. ,  j.. 

19.  Satisfaction  with  my  ability  to  make  changes  in 
my  work  schedule  if  needed 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

20.  Change  in  ’^atisfacttOh  in  htea  Ksted  nboVO  ' 

ffiliotving  Mpl^nifefttation  b]f  PCO 

'^LargeDedr^asi^  'No change'  . 

t  \  ■  s  ' '"ji  '  '  i[ 

Comments: 
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21.  Satisfaction  with  the  emphasis  that  local 
leadership  places  on  primary  care 


23.  Satisfaction  with  local  medical  leadership 


24.  Change  in  satisfaction  in  area  listed  above 
following  impleftientation  of  l*CO 


25.  Satisfaction  with  Air  Force  medical  leadership 


Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

Lai'ge  Decrease 

.■A.  J  ..... 

No  change 

...  .4 

.■5,., 

Large  Increase 

Very  Dissatisfied 

1  2 

3 

Neutral 

4 

5 

Very  Satisfled 

6  7 

Comments: 


27.  Satisfaction  with  my  ability  to  discuss 

interesting/challenging  cases  with  other  nurses 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

■  'vEargi.iyecirease  '  '  ■  "  --MtMaiip  Earge  Increase 

1  2  3  4  5  6  7 

29.  Satisfaction  with  the  training  that  1  receive  to 
perform  my  duties 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

$0.  §ati|fa6ti^h  in  afeali|ted 

1  2  y  .Ll. ... 

3 1 .  Satisfaction  with  my  scope  of  practice 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

32,  Chango  iti  satisfaction  iK  atoh  listed  abdve 
:  dfbltoWing  ifiijSlementetiOfi  'Mo 

Large  Decrease  No^hgnge  .  Latgelttertdse 

-I;  ■  .2  ,  3^  ..4_  5  .6  1 

Comments: 
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33.  Satisfaction  that  the  patients  appreciate  the 
work  I  do  for  them 

Very  Dissatisfled  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

t’' i  '  y ’it  i'S 

35.  Satisfaction  with  the  contribution  I  make  to  the 
lives  of  the  patients 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

36.  Change  in  satisfaction  in  atea  M^ed  abdve 
following  implementation  of  PCO 

DttSfeSse  No  tHaiip  liarp  liicFoase 

.1  .2.  -.I. I;, 5  ..  6  7 

Comments: 


37.  Satisfaction  that  the  patients  do  not  waste  time 
accessing  and  receiving  medical  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

rp: =:gh^gb.  in  p^#t|dh  in |rda^gt6d  above  ; 

£raiffe)Mfii^$e;  "Noiibanp  ;'  v.lUtgfe  ittiitfcase  . 

39.  Satisfaction  with  overall  treatment  team 
efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'4f.  CKarig^  In  to  listed  ab6^  . 

felloWing  irttpieW 

'DarpDd&tfaSfe  .  Nd^pp  lidtgfe  luaredse 

'  ''i'  '  2  ’  "  3  '  4  '  '  5  6  7 

Comments; 


N6 


41 .  Satisfaction  with  access  to  data  reflecting  the 
demographics  and  health  status  of  the  enrolled 
population 

i  .  f^iltiwiiig  ii|pfe^  ,  , 

43.  Satisfaction  with  the  continuity  of  care  that  the 
patients  receive 

44.  Change  in  satisfaction  in  area  listed  above 
following  imptementatioh  of  PCp 


Very  Dissatisfied 

1  2  3 


Neutral 

4 


Very  Satisfied 

6  7 


Very  Dissatisfied  Neutral 

12  3  4 


Very  Satisfied 

6  7 


45,  Satisfaction  with  the  overall  quality  of  medical 
care  that  is  provided 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

i40.  Phangd  in  sitisfaclipn  ih  at6a  Hstfcd^bove  _ 

^  itffpfetabhtaftdt)  of  ^  ii.  ^ 

IrASfife 

47.  Satisfaction  with  my  pay  and  other  benefits 


Very  Dissatisfied  Neutral 

1  2  3  4  5 


Very  Satisfied 

6  7 


49.  Satisfaction  with  my  prospects  for  promotion 


50.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 


5 1 .  Satisfaction  with  my  opportunities  for 
recognition  and  awards 


52-  in  ai^a  listed  above  „ 

_  ii^pleftentatibri;  of  PCd  ,  Ti,  r  -,>7 


53.  Overall  satisfaction  with  my  current  position  in 
military  medicine 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

i^p'I^entatioli 

Si® 

Comments: 


55.  With  your  current  knowledge,  if  you  were  not 
in  a  clinic  that  is  involved  in  optimization  and 
had  the  option  to  accept  a  position,  what  would 
you  decide? 

Definitely  Neutral  Definitely 

Wouldn’t  or  Would 

Accept  Position  Uncertain  Accept  Position 

1  2  3  4  5  6  7 

.  a  lid^^dn  W  OjitiiitGBd  dl^c. 

What  whiild  yott  fefl  ftehtt 

_  Jffejltril  ,  iOeflhlfely 

■  :£dsttioA  ■■■ . .  . .... -i,- .  ..  -  .  Fd^tidtl 

:i . ,i  3.  '  4  ^  ^  1 

57.  Do  you  plan  to  separate  from  the  Air  Force  (or 
quit  your  position)  at  your  next  opportunity? 

Definitely  Neutral  Definitely 

Not 

1  2  3  4  5  6  7 

•jS’T.'  mS: . M.  ..-h . .  ’■  ?i.  ftl.Vri.n  .,„f  . . i;  -C  if  If 

■  V,  i,';  ■?;  |f<e 

l^ial  ^  ..  ,  r .. ;  .Miicli 

Comments: 


Group  Practice  Manager  PCO  Satisfaction  Questionnaire 


Demographics;  To  be  completed  by  all  administrators  assisted  to  PCO  teams.  All  responses 
will  be  grouped  and  compared  in  their  aggregate  to  assure  anonymity.  (Please  check  the  best 
answer  or  fill  in  the  blank) 

1 .  How  much  of  your  time  is  spent  in  direct 

support  of  the  optimized  primary  care  clinic?  _ % 

2.  What  is  your  age?  _ years 

3.  What  is  your  gender?  0i  Male  02  Female 

4.  What  is  your  current  rank/grade?  GS _  E _ 

O _  Contractor 

5.  How  many  years  have  you  worked  in 

federal  health  care?  _ years 

6.  How  many  years  have  you  worked  in 

health  care  (government  and  civilian)?  _ years 

7.  How  long  have  you  worked  in  a  clinic  with  optimized  teams?  _ months 

8.  Did  you  work  in  a  nonoptimized  Air  Force  primary  care  clinic  prior  to  working  in  your  current 
optimized  clinic? 

□i  yes  Da  no 

-  note:  If  your  answer  was  “no”  do  not  fill  in  the  “before  PCO”  portions  of  the  rest  of 
the  survey,  nor  the  “change  in  satisfaction”  portion  of  the  satisfaction  survey. 

9.  How  many  hours  did  you  work  before  PCO  and  how  many  hours  do  you  currently  work  on 
average  per  week?  (Include  call  time  spent  in  the  office  or  hospital) 

Before  PCO _ After  PCO 


_ hours  _ hours 

1 0.  What  percentage  of  your  time  is  spent  in  the  following  activities?  Please  estimate  time  usage 
both  before  and  after  the  implementation  of  PCO  (Total  =  100%). 

Before  PCO _ After  PCO 


Patient  Care 

% 

% 

Patient  Education 

% 

% 

Staff  Training 

% 

% 

Resident  Training 

% 

% 

Administration 

% 

% 

Military/Readiness 

% 

% 

Research 

% 

% 

Other 

% 

% 

GPM  1 


1 1 .  What  is  the  name  of  the  clinic  where  you  work? 


An  optimized  primary  care  team  should  have  two  medical  technicians,  one  administrative 
technician,  and  one-half  to  one  nurse  per  provider.  Do  you  currently  have  these  manpower 
resources  in  your  clinic? 


12. 

Two  medical  techs  per  provider? 

□i  yes 

□2  no 

13. 

One  administrative  technician  per  provider? 

□i  yes 

□2  no 

14. 

One-half  nurse  per  provider? 

□i  yes 

□2  no 

15.  Did  your  clinic  receive  any  additional  manning  following  the  implementation  of  PCO? 

□i  yes  02  no 

16.  How  many  exam  rooms  do  you  have  for  each  provider?  _ 

17.  How  many  treatment/procedure  rooms  do  you  have  for  each  provider?  _ 

18.  Did  the  number  of  treatment  and  exam  rooms  per  provider  increase  with  the  implementation 
of  PCO? 

□i  yes  Hz  no 


GPM2 


Group  Practice  Manager  Job  Satisfaction  —To  be  completed  by  all 
administrators  on  the  PCO  teams.  For  all  statements  below  please  circle  the  number 
that  corresponds  with  your  current  satisfaction  and  your  change  in  satisfaction 
following  the  implementation  of  the  new  primary  care  optimization  program.  All 
responses  will  be  grouped  and  compared  in  their  aggregate  to  assure  anonymity. 


1 .  Satisfaction  with  my  level  of  leisure  time  and 
family  time 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

2.  Change  in  satisfaction  in  area  listed  above 
follbwlfig 

Large  Decrease  No  ehaage  Large  Increase 

1  J  3  4  5  6  7 

3 .  Satisfaction  with  Ae  pace  of  my  work  (amount 
of  work  to  accomplish  during  the  day) 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

%  Change  Ms^tisfaeti^  in  aifea  listed  above- 
,  :  Illfe^ihgimp.W  =  _ 

Comments: 


Satisfaction  with  teamwork  and  interaction 
with  treatment  team  members 


Very  Dissatisfied 

12  3 


Neutral 

4 


Very  Satisfied 

6  7 


,  1^i^6^^^?|ng  injlileihentitio^^  ,  ;  '  ' 

-.3'  .  4  '  :i  -  f  - 

7.  Satisfaction  with  the  way  that  the  treatment 
team  works  together  to  support  each  other 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

8.  Change  in  satisfaction  in  area  iisted  above 
following  implefttentatlon  of  FGO 

Large  Decrease  No  change  Large  Increase 

1  2  3  4  5  6  7 

Comments: 


GPM3 


9.  Satisfaction  with  number  of  exam  and 
treatment  rooms 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

L,^J4fge  v?- ^ 

K.  .Ife"  V  -..-■j.'U-u:  :i:ir, -«..>>.  . . . . . . a.>..;:>.. 

11.  Satisfaction  with  layout  of  the  clinic  to 
maximize  efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

.|2;'!i^El80p  ih'siapfa^tion  ftt 

Imple^Mtatioft  '  / 

r'..  f-  ■  ■  s  «  ^ 

13.  Satisfaction  with  equipment  and  ability  to 
procure  new  equipment 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

14.  Chartjge  in  satisfaction  in  arCa  lij^ed  above  . . 

.2.;:  ■ 

,  liargeDaerease  -  ^  .  liarge  Ijrtfemse 

15.  Satisfaction  with  availability  of  supplies 

Very  DissatisDed  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

:1,6v'CWiftp'iri  satisfactl#  in,,arba1iate4;lboVC  , .  ; 

.  ;'i'i^1|t3[^g’iihp|emeiibati^  bf  I^Cp'/  ;  ■_ ,  ’ 

Comments: 


17.  Satisfaction  with  my  ability  to  initiate  changes 
in  the  way  work  is  done  in  the  clinic 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

1 8.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 

Large  Decrease  No  change  Large  Increase 

1  2  3  4  5  6  7 

19.  Satisfaction  with  my  ability  to  make  changes  in 
my  work  schedule  if  needed 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

lEO.  phanP  in  ^aiisfactjoii  i&  ®aili^te<ipove 
>f^ilo^ihg  impfemehtatiptt  ;!;h 

M^cDearease  N«?^haft|e  ib^rgtt 

Comments: 


GPM4 


21 .  Satisfaction  with  the  emphasis  that  local 
leadership  places  on  primary  care _ 


mm 

23.  Satisfaction  with  local  medical  leadership 


oWihk  iintf feihMtatiorf  M  . 


26.  Change  in  satisfaction  in  area  listed  above 
sfollovying  impl'f  Mentation  of  pep 


Comments: 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


Very  Dissatisfied 

12  3 


■'t '“S 


Very  Dissatisfied 

1  2  3 


Large  Decrease 

• -'Jt  .. .. 


Neutral 

4 


Neutral 

4  5 


No  change 

/■;'4 


Very  Satisfied 

5  6  7 


Very  Satisfied 

6  7 


Liarge  Increase 

6  .n’:- 


27.  Satisfaction  with  the  training  that  I  receive  to 
perform  my  duties  _ 


Very  Dissatisfied 

1  2 


29.  Satisfaction  with  the  breadth  and  depth  of  my 
administrative  duties 


Neutral  Very  Satisfied 

4  5  6  7 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


.2''^  '-f 'ifV  V..  •;J3|  f 


3 1 .  Satisfaction  that  the  patients  appreciate  the 
work  I  do  for  them 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

-32*  Ch^^O  in  satilfaotiOh  in  airen  Hsfi^.lbovO 
fSlloMpg  pfifelnentatioh  of  PCO  ,4. ' 

'l,argeD^cre:ise  '  .Nai'thaiii^a  -■•yMrg^facf^sSiBV- 

33.  Satisfaction  with  the  contribution  I  make  to  the 
lives  of  the  patients 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

34.  Change  in  satiSfnbtibn  in  area  listed'abpV^e 
following  implementation  of  pCO 

l.arge  Decrease  No  change  l,arge  Increase 

:,.l  -t"  ■  -A  ■  5  6  ■  7 

Comments: 


GPM5 


il 

35.  Satisfaction  that  the  patients  do  not  waste  time 
accessing  and  receiving  medical  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'i Ci,' I'l' ' 

37.  Satisfaction  with  overall  treatment  team 
efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

;:i^fatf|#ni  mi^fact|dh  ip  ahove  ‘ 

Comments: 

39.  Satisfaction  with  access  to  data  reflecting  the 
demographics  and  health  status  of  the  enrolled 
population 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

4 1 .  Satisfaction  with  the  continuity  of  care  that  the 
patients  receive 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

‘;'1»  ^  5 '/?  'C' 

'i'  Is :•  ','0-  'V*,,:?' 

43.  Satisfaction  with  the  overall  quality  of  medical 
care  that  is  provided 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

''44!  ‘ChirfgiW  siiSiliB:stt6h1h''af^4ii:ed'  ab^  ' 

following  implementation  of  PCO 

■  Ntf  ifiisagsr  ■'  ^liargeiiicreaie' 

1  2  3  4  5  6  i 

Comments: 


GPM6 


49.  Satisfaction  with  my  opportunities  for 
recognition  and  awards  _ 


50.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 


Comments: 


51.  Overall  satisfaction  with  my  current  position  in  Very  Dissatisfied  Neutral 
military  medicine  _ 12  3  4 


52f  in  sMisfection  itt  dfea  IMfed abbVe  -  -  Decrease/,  f 


Comments: 


Very  Satisfied 

6  7 


53.  With  your  current  knowledge,  if  you  were  not  Definitely  Neutral 

in  a  clinic  that  is  involved  in  optimization  and  ^  ,,  . 

had  the  option  to  accept  a  position,  what  would  12  3  4 

you  decide?  _ 


Neutral 

or 


54.  If  an  administrator  friend  of  yours  told  ypu 
.  D|ftinli2fed4iinic,whdt\y&uld’yoD  , 


55.  Do  you  plan  to  separate  from  the  Air  Force  (or 
quit  your  position)  at  your  next  opportunity? 


Definitely 

Would 

Accept  Position 

6  7 


Definitely 

1  2 


Neutral 

3  4 


Definitely 

Not 

6  7 


§6.  you  oDneritly  nfore  Or  iels' likely  %  l#&ve 
the  Air  Fotde  at  the  next  oppoftuhMy  hecqtfge 
of  pfimify  care  dptiifiizatibn? 


GPM7 


Health  Care  Integrator  (HCI)  PCO  Satisfaction  Questionnaire 


Demographics;  To  be  completed  by  all  HCIs  assigned  to  PCO  teams.  All  responses  will  be  grouped  and 
compared  in  their  aggregate  to  assure  anonymity.  (Please  check  the  best  answer  or  fill  in  the  blank) 

1 .  How  much  of  your  time  is  spent  in  direct 

support  of  the  optimized  primary  care  clinic?  _ % 

2.  What  is  your  age?  _ years 

3.  What  is  your  gender?  Di  Male  ^2  Female 

4.  What  is  your  current  rank/grade?  GS _  E _ 

O _  Contractor 

5.  How  many  years  have  you  worked  in 

federal  health  care?  _ years 

6.  How  many  years  have  you  worked  in 

health  care  (government  and  civilian)?  _ years 

7.  How  long  have  you  worked  in  a  clinic  with  optimized  teams?  _ months 

8.  Did  you  work  in  a  nonoptimized  Air  Force  primary  care  clinic  prior  to  working  in  your  current 
optimized  clinic? 

□)  yes  Da  no 

-  note:  If  your  answer  was  “no”  do  not  fill  in  the  “before  PCO”  portions  of  the  rest  of 
the  survey,  nor  the  “change  in  satisfaction”  portion  of  the  satisfaction  survey. 

9.  How  many  hours  did  you  work  before  PCO  and  how  many  hours  do  you  currently  work  on 
average  per  week?  (Include  call  time  spent  in  the  office  or  hospital) 

Before  PCO _ After  PCO 


_ hours  _ hours 

10.  What  percentage  of  your  time  is  spent  in  the  following  activities?  Please  estimate  time  usage 
both  before  and  after  the  implementation  of  PCO  (Total  =  100%). 

Before  PCO _ After  PCO 


Patient  Care 

% 

% 

Patient  Education 

% 

% 

Staff  Training 

% 

% 

Resident  Training 

% 

% 

Administration 

% 

% 

MilitaryAReadiness 

% 

% 

Research 

% 

% 

Other 

% 

% 

HCI  1 


11.  What  is  the  name  of  the  clinic  where  you  work?  _ 

An  optimized  primary  care  team  should  have  two  medical  technicians,  one  administrative 
technician,  and  one-half  to  one  nurse  per  provider.  Do  you  currently  have  these  manpower 
resources  in  your  clinic? 


12.  Two  medical  techs  per  provider? 

□i  yes 

□2  no 

13.  One  administrative  technician  per  provider? 

□i  yes 

□2  no 

14.  One-half  nurse  per  provider? 

□i  yes 

□2  no 

15.  Did  your  clinic  receive  any  additional  manning  following  the  implementation  of  PCO? 

□i  yes  Da  no 

1 6.  How  many  exam  rooms  do  you  have  for  each  provider?  _ 

17.  How  many  treatment/procedure  rooms  do  you  have  for  each  provider?  _ 

18.  Did  the  number  of  treatment  and  exam  rooms  per  provider  increase  with  the  implementation 
of  PCO? 


19.  What  is  your  background  in  medicine? 


0i  yes  02  no 

□i  nursing  Di  other 


■i 


HCI2 


HCI  Job  Satisfaction  —To  be  completed  by  all  health  care  integrators  on  the  PCO 
teams.  For  all  statements  below  please  circle  the  number  that  corresponds  with  your 
current  satisfaction  and  your  change  in  satisfaction  following  the  implementation  of  the 
new  primary  care  optimization  program.  All  responses  will  be  grouped  and  compared  in 
their  aggregate  to  assure  anonymity. 


1 .  Satisfaction  with  my  level  of  leisure  time  and 
family  time 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

2.  Change  in  safisfkctidn  in  area  Hated  abova ' 
following  implementation  of  PCO 

^■:tLargeBecife|iise  -fi^thange  ;  ilStifeWiripe 

■  1  2  3  4  s.  J-  '  :7: 

3.  Satisfaction  with  the  pace  of  my  work  (amount 
of  work  to  accomplish  during  the  day) 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

;4.  Chahp  in  satisfe^ti^n  in  ^a  listed  abova  :  j 

■  '■j|S)>tl6i^lhgimpleihihtatlbii’'c>f-rcO  ^  . 

•  . . ... ■-. ..  . . 

-V  <fl»ai4ge'  '’;fl,i!irgfclft(fre,ap'  '= 

Comments: 


5.  Satisfaction  with  teamwork  and  interaction 
with  treatment  team  members 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

id  ^atisfactidfl  in  Wed  fisted  above 
■  ‘  ^.^ll6Wiftgf|diplbW^Wtlb«,bfP0<5‘  ■,  ■" ; 

;■  i"'  .4  /'  4  4  ‘  6  "  7 

7.  Satisfaction  with  the  way  that  the  treatment 
team  works  together  to  support  each  other 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

8.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO  ,  .. 

Large  Decrease  No  change  Large  Increase 

1  ,  ■  -I  .  ■  3  -  :  '4 , .  S'  6  7 

Comments: 


HCI  3 


9.  Satisfaction  with  number  of  exam  and 
treatment  rooms 


Very  Dissatisfied 

1  2  3 


Very  Satisfied 

6  7 


10;  ChShi#  to  siatl^otiOB  111 
folliMtog  itopl^tti^tatiba  Of 

iJistidabbvb 

PCQ 

Latte  Pen^se  Nbcitaiige  Large  Inerea^ 

1 1 .  Satisfaction  with  layout  of  the  clinic  to 
maximize  efficiency 

Very  Dissatished  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

12.  Gliattle  tostorstoetioft  to  am  Us^^^ 
folloMng  toblenientatton  of  PCO 

Lir^llberbase  Neeftange  Lait»  Increase 

1  2  3  4  5  6  7 

13.  Satisfaction  with  equipment  and  ability  to 
procure  new  equipment 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

14.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 

Large  Decrease  No  change  Large  Increase 

1.2..  3.  ■  5.  6  ,:.7 

15.  Satisfaction  with  availability  of  supplies 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

i6s’  in  satisfiwtioh  to  toiaUst^  above; 

follbwing  impl^entotiott  of 

^  Nhcfcangiei  K^rgeln^ea^ 

1  a  3  4  5  6  7 

,  Comments: 


1 7.  Satisfaction  with  my  ability  to  initiate  changes 
in  the  way  work  is  done  in  the  clinic 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

18.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PGQ 

Large  Decrease  No  change  Large  Increase 

1  2  3  4  5  6  7 

19.  Satisfaction  with  my  ability  to  make  changes  in 
my  work  schedule  if  needed 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

20.  Change  to  satitfgction  to  area  listed  above 
following  implementotion  of  PCO 

LargeDecrease  Noehan^  L^rge  tnerease 

1  2  3  4  5  6  7 

Comments: 


HCI4 


2 1 .  Satisfaction  with  the  emphasis  that  local 
leadership  places  on  primary  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'  '  No'etieiige  Larg^iincv^^e' 

t;.,  '•  1  '  .3*  4  .  S-.  6  7 

23.  Satisfaction  with  local  medical  leadership 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

24.  Cjhang|.]n 

f^lldwlftg  inipleirteriktim 

’  Larg«  Iticrti^se 

1  2  3  4  5  6  7 

25.  Satisfaction  with  Air  Force  medical  leadership 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

26.  Change  in  satisfaction  in  area  listed  above 
following  impleai^ntaition  of  PSO 

Large  Decrease  No  Gtiaiige  Large  increase 

t  Z  3  ,  4^  5.  ,  .6  :,,„-:7:  ■ . 

Comments: 


27.  Satisfaction  with  the  training  that  I  receive  to 
perform  my  duties 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

28.  Change  In  satisfncticHi.  in  a^  IfetednPoVe 
fellb'feing  implopientation  of 

Lai^BeciWise  N»  change  t^rge  Increase 

t  t  5;,  4  Z  ^..6  T 

29.  Satisfaction  with  the  breadth  and  depi^  of  my 
administrative  duties 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

30.  Cii4i|gf  in  sati§facltc«;fh  aret|i|ii|;;|liS|i-; 
foltowjng  implementatitai.of  FC0 

:  pugepeiir^^..  . .  |4othaRga  I^rgelRi^ea#% 

:  4.-  5  6  7 

Comments; 


$ati$a(0{|on  with  my  Patl#t  |^p|#|||^ 

3 1 .  Satisfaction  that  the  patients  appreciate  the 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

work  I  do  for  them 

1  2  3 

4  5 

6  7 

32.  Change  in  satisfaetion  in  a^^^ 

L^rge  Decrease 

No  change 

Lai^e  Xnci^$e 

following  implementation  of  PCo 

4  ■  5 

33.  Satisfaction  with  the  contribution  I  make  to  the 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

lives  of  the  patients 

1  2  3 

4  5 

6  7 

34.  Change  in  satisfaction  in  afea  listed  above 
following  implementation  of  PCO 

Large  Dei^rea^e 

1  2  3 

Nnehahge 

4  5 

Large  Increase 

6  7 

Comments: 


HCI5 


35.  Satisfaction  that  the  patients  do  not  waste  time 
accessing  and  receiving  medical  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

JNjjrfchlfcie  ■>  ^..^rg^^Ipclrfas-e 

37.  Satisfaction  with  overall  treatment  team 
efficiency 

Very  Dissatisfled  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

.  -l6iip^ih^"ithl)li!^  df'pcp  ■ 

. XiaVg^'D^fease.^ •■  v 4l?lo ehaftie-"" , 

^4''' 

Comments: 

39.  Satisfaction  with  access  to  data  reflecting  the 
demographics  and  health  status  of  the  enrolled 
population 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

4 1 .  Satisfaction  with  the  continuity  of  care  that  the 
patients  receive 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

44.  Change  in  satisfat(tion  in  nrea  listed  above 
following  implementation  of  PCO 

Large  Deeveasc  Npietlatige  Large  liicr0ase 

1  2  3 . 4 . ^ . 5 . 6 . 7 

Comments: 


HCI6 


45.  Satisfaction  with  my  pay  and  other  benefits 


47.  Satisfaction  with  my  prospects  for  promotion 


49.  Satisfaction  with  my  opportunities  for 
recognition  and  awards 


50.  Ch^ge  in  satisfaction  in  area  listed  above 


Comments: 


Very  Dissatisfied 

12  3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

. I.:.:..:.... 

i? 

Very  Dissatisfied 

1  2  3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


Large  Decreaise  No  change  Large  Increase 

-  if  ,.,5  .  *  y 


5 1 .  Overall  satisfaction  with  my  current  position  in 
military  medicine 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'32,'  'Qhafigb  in  satiiiacfibii  iri’hreS  fisted  above  -  - 
following  imptertientatioii  of  PC6 

■  LaifeiniS'easa' 

1  2  3  4  5  6  7 

53.  With  your  current  knowledge,  if  you  were  not 
in  a  clinic  that  is  involved  in  optimization  and 
had  the  option  to  accept  a  position,  what  would 
you  decide? 

Definitely  Neutral  Definitely 

Wouldn’t  or  Would 

Accept  Position  Uncertain  Accept  Position 

1  2  3  4  5  6  7 

54.  If  a  foiond  of  yours  told  you  they  were 

interested  in  a  position  in  an  optimized  clinic, 

.  ■  ^viihat’Wbiddyon foil §iem?  ^ 

Definttely  iN^TOsi!:  D^nhit^ly 

Wodldh^t  dr  Would 

Recomoierid  Uncertain  Recommend 

<  j^^itidh  ^ .  JPosition 

..It., 

55.  Do  you  plan  to  separate  from  the  Air  Force  (or 
quit  your  position)  at  your  next  opportunity? 

Definitely  Neutral  Definitely 

Not 

1  2  3  4  5  6  7 

6^.  ArO  jfdfi  eforentiy  thofe  or  legs  likej||>  tb'leave  ' 

,  jihe  Aif  ^or^e  atfhe  ne?^t  oppoftumi^  fiec^tise 
v#ti^fifoafycare0^tiniiznti6n7  ’ : ' 

.V  -'■  ■■  ...  . :  -r  . . —  r, 

i;^ch'1Lesi  ■'  • 

liikalyto  •  :  i  or  .  ,  ^ikatyto 

Separate  '  -  lidtariain  '  "  ’  Separate 

t  %  i  ’4  .  ‘S  6  7 

Comments: 


HCI7 


Medical  Technician  PCO  Satisfaction  Questionnaire 


Demographics;  To  be  completed  by  all  medical  technicians  assigned  to  PCO  teams.  All 
responses  will  be  grotqted  and  compared  in  their  aggregate  to  assure  anonymity.  (Please  check 
the  best  answer  or  fill  in  the  blank) 

1.  How  much  of  your  time  is  spent  in  direct 

support  of  the  optimized  primary  care  clinic?  _ % 

2.  What  is  your  age?  _ years 

3.  What  is  your  gender?  Di  Male  Dj  Female 

4.  What  is  your  current  rank/grade?  GS _  E _ 

O _  Contractor 

5.  How  many  years  have  you  worked  in 

federal  health  care?  _ years 

6.  How  many  years  have  you  worked  in 

health  care  (government  and  civilian)?  _ years 

7.  How  long  have  you  worked  in  a  clinic  with  optimized  teams?  _ months 

8.  Did  you  work  in  a  nonoptimized  Air  Force  primary  care  clinic  prior  to  working  in  your  current 
optimized  clinic? 

□i  yes  Da  no 

-  note:  If  your  answer  was  “no”  do  not  fill  in  the  “before  PCO”  portions  of  the  rest  of 
the  survey,  nor  the  “change  in  satisfaction”  portion  of  the  satisfaction  survey. 

9.  How  many  hours  did  you  work  before  PCO  and  how  many  hours  do  you  currently  work  on 
average  per  week?  (Include  call  time  spent  in  the  office  or  hospital) 

Before  PCO _ After  PCO 


_ hours  _ hours 

10.  What  percentage  of  your  time  is  spent  in  the  following  activities?  Please  estimate  time  usage 
both  before  and  after  the  implementation  of  PCO  (Total  =  100%). 

Before  PCO _ After  PCO 


Patient  Care 

% 

% 

Patient  Education 

% 

% 

Staff  Training 

% 

% 

Resident  Training 

% 

% 

Administration 

% 

% 

Military/Readiness 

% 

% 

Research 

% 

% 

Other 

% 

% 

MTl 


1 1 .  What  is  the  name  of  the  clinic  where  you  work? 


An  optimized  primary  care  team  should  have  two  medical  technicians,  one  administrative 
technician,  and  one-half  to  one  nurse  per  provider.  Do  you  currently  have  these  manpower 
resources  in  your  clinic? 


12.  Two  medical  techs  per  provider? 

□i  yes 

□2  no 

13.  One  administrative  technician  per  provider? 

□1  yes 

□2  no 

14.  One-half  nurse  per  provider? 

□1  yes 

□2  no 

15.  Did  your  clinic  receive  any  additional  manning  following  the  implementation  of  PCO? 

□i  yes  Da  no 

1 6.  How  many  exam  rooms  do  you  have  for  each  provider?  _ 

1 7.  How  many  treatment/procedure  rooms  do  you  have  for  each  provider?  _ 

1 8.  Did  the  number  of  treatment  and  exam  rooms  per  provider  increase  with  the  implementation 
of  PCO? 


□i  yes  O2  no 


MT2 


Medical  Technician  Job  Satisfaction  —To  be  filled  out  by  all  of  the  medical 
technicians  assigned  to  PCO  teams.  For  all  statements  below  please  circle  the  number 
that  corresponds  with  your  current  satisfaction  and  your  change  in  satisfaction 
following  the  implementation  of  the  new  primary  care  optimization  program.  All 
responses  will  be  grouped  and  compared  in  their  aggregate  to  assure  anor^ity. 


1 .  Satisfaction  with  my  level  of  leisure  time  and 
family  time 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

4,  iChSh|e  ih  llstfed  ib&ve 

following  implementation  of  PCO 

1  2  3  4  5  6  7 

Comments: 


5.  Satisfaction  with  teamwork  and  interaction 
with  treatment  team  members 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'  ,L|rgeBecime,_  ,  ..  WcHaiigia  ; 

'"■i  '  ,  |\,f'6''  ,  ^i'V’ 

7.  Satisfaction  with  the  way  that  the  treatment 
team  works  together  to  support  each  other 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

lifted  fbdVbf:;'  , 

*  :feUoy«h^  imjjtete^tetiori  Of  PCO 

'  M''-  A  i  ' 

Comments; 


MT3 


9.  Satisfaction  with  number  of  exam  and 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

treatment  rooms 

12  3 

4  5 

6  7 

1 1 .  Satisfaction  with  layout  of  the  clinic  to 
maximize  efficiency 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


13.  Satisfaction  with  equipment  and  ability  to 
procure  new  equipment 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


15.  Satisfaction  with  availability  of  supplies 


16.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 


Comments: 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


17.  Satisfaction  with  my  ability  to  initiate  changes 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

in  the  way  work  is  done  in  the  clinic 

1  2  3 

4  5 

6  7 

20.  Change  in  satisfaction  in  area  listed  above  Large  Decrease  No  thauge  Large  ittfcrfease 


following  implementation  of  PCO  1  2  3  4  5  6  7 

Comments: 


MT4 


30.  Change  itt  satisfaction  in  at^  listed  above 


Comments 


3 1 .  Satisfaction  that  the  patients  appreciate  the 
work  I  do  for  them 

Very  Dissatisfied 

1  2  3 

Neutral 

4  5 

Very  Satisfied 

6  7 

32.  Change  in  satisfaction  in  area  listed  above 

Large  Dieerease 

No  ehange 

Large  Increase 

Mlovving  iniplernetttatipn  of  IC^^ 

....... ,1 ... 

33.  Satisfaction  with  the  contribution  I  make  to  the 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

lives  of  the  patients 

1 

2  3 

4  5 

6  7 

Change  in’  §atisfadtiop  in  area  listed  abovp  :  ; 
'ftilldwing  implementation  of  PC6  '  \  ^ 

. U  i-  .A  1 _  I  _ J: _ _ _ _ _ ] _ i _ 

:'!|lLarge 

Deeir^aie^  V  ' ' 

r.  \ -  f 

■;  i  '■  3,- 

Comments: 


MTS 


35.  Satisfaction  that  the  patients  do  not  waste  time 
accessing  and  receiving  medical  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

iBlid^ing  teiilerifdritatibii  #P60  - 

i-;"  t  3  4  5  6  7 

37.  Satisfaction  with  overall  treatment  team 
efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

:  ;'4'’ : 

Comments: 


39.  Satisfaction  with  access  to  data  reflecting  the 
demographics  and  health  status  of  the  enrolled 
population 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

■  |0; .  ,<34^^.  hi  sipfif liql  jtt  listed.  I^eve. ; 

^  V  bjlqwingiidMelieiifel^ttof'PCfi  ,  ' 

‘ ‘1’^' . ' i ' 

41 .  Satisfaction  with  the  continuity  of  care  that  the 
patients  receive 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

42.  Chanie  in  satisfactlbn  in  af^listed  ajjove 

I>afjte  De^sTfe^sie  No  ekaYige  Large  lueri^ase 

.i  i  C7  'A  ..  4-.: 

43.  Satisfaction  with  the  overall  quality  of  medical 
care  that  is  provided 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

',44.,  <|h4d|dihvg8tisJ4bdpnlh‘area^i^pah#d 
' ' ' '  .  ■^iiphfthg'-ii^plpinpritatioit  of  pcti>  '  -■  .7  ' 

. ■  viliiiii.i.  . !i‘i.  m, i-,., ,^„ ,1.1, ,..^■..,1., 

"  ji;- 

Comments: 


MT6 


45.  Satisfaction  with  my  pay  and  other  benefits 

Very  Dissatisfied 

12  3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

■ 

47.  Satisfaction  with  my  prospects  for  promotion 

Very  Dissatisfied 

12  3 

Neutral 

4 

5 

Very  Satisfied 

6  7 

49.  Satisfaction  with  my  opportunities  for 
recognition  and  awards 


:'§0.  ;phat|ge  ift  sati^4dtioh  m  iJ^a  listed  hbdvd, 


Very  Dissatisfled 

12  3 


Neutral 

4  5 


Very  Satisfied 

6  7 


53.  With  your  current  knowledge,  if  you  were  not 
in  a  clinic  that  is  involved  in  optimization  and 
had  the  option  to  accept  a  position,  what  would 
you  decide? 

Definitely  Neutral  Definitely 

Wouldn’t  or  Would 

Accept  Position  Uncertain  Accept  Position 

1  2  3  4  5  6  7 

ll-li  ''|p|^!|h|l 

»  f^terestW  Ih  C^positiOp  'fe  p^timfe^  dlfai&j,.  ^ 

,  viiialt  >vbuld  you  tdfi  theffi^  -  .  ■' ; 

■ '  fUBnM'-.T.  ■  ‘  Meutral  ■ 

(f v ■■■■: ipjjisfrtaift 'ti-.' /"S;'; ' ;  ■ 

y^sifion  ]^6$iiioa 

i  4  s  6  'i 

55.  Eto  you  plan  to  separate  from  the  Air  Force  (or 
quit  your  position)  at  your  next  opportunity? 

Definitely  Neutral  Definitely 

Not 

1  2  3  4  5  6  7 

youptf^ly  more  0/  leS^ Jikely  fp  Id^Ve 

Comments: 


MT7 


Health  Service  Manager  PCO  Satisfaction  Questionnaire 


Demographics:  To  be  completed  by  all  health  service  managers  (administrative  technicians)  assigned  to 
PCO  teams.  All  responses  will  be  grouped  and  compared  in  their  aggregate  to  assure  anonymity. 

(Please  check  the  best  answer  or  fill  in  the  blank) 

1 .  How  much  of  your  time  is  spent  in  direct 

support  of  the  optimized  primary  care  clinic?  _ % 

2.  What  is  your  age?  _ years 

3.  What  is  your  gender?  Di  Male  Da  Female 

4.  What  is  your  current  rank/grade?  GS _  E _ 

O _  Contractor 

5.  How  many  years  have  you  worked  in 

federal  health  care?  _ years 

6.  How  many  years  have  you  worked  in 

health  care  (government  and  civilian)?  _ years 

7.  How  long  have  you  worked  in  a  clinic  with  optimized  teams?  _ months 

8.  Did  you  work  in  a  nonoptimized  Air  Force  primary  care  clinic  prior  to  working  in  your  current 
optimized  clinic? 

□i  yes  ^2  no 

-  note:  If  your  answer  was  “no”  do  not  fill  in  the  “before  PCO”  portions  of  the  rest  of  the 
survey,  nor  the  “change  in  satisfaction”  portion  of  the  satisfaction  survey. 

9.  How  many  hours  did  you  work  before  PCO  and  how  many  hours  do  you  currently  work  on  average 
per  week?  (Include  call  time  spent  in  the  office  or  hospital) 

Before  PCO _ After  PCO 


_ hours  _ hours 

10.  What  percentage  of  your  time  is  spent  in  the  following  activities?  Please  estimate  time  usage  both 
before  and  after  the  implementation  of  PCO  (Total  =  100%). 

Before  PCO _ After  PCO 


Patient  Care 

% 

% 

Patient  Education 

% 

% 

Stair  Training 

% 

% 

Resident  Training 

% 

% 

Administration 

% 

% 

Military/Readiness 

% 

% 

Research 

% 

% 

Other 

% 

% 

ATI 


1 1 .  What  is  the  name  of  the  clinic  where  you  work? 


An  optimized  primary  care  team  should  have  two  medical  technicians,  one  administrative  technician,  and 
one-half  to  one  nurse  per  provider.  Do  you  currently  have  these  manpower  resources  in  your  clinic? 


12.  Two  medical  techs  per  provider? 

□i  yes 

□2  no 

13.  One  administrative  technician  per  provider? 

□i  yes 

□2  no 

14.  One-half  nurse  per  provider? 

□i  yes 

□2  no 

15.  Did  your  clinic  receive  any  additional  manning  following  the  implementation  of  PCO? 

□i  yes  02  no 

1 6.  How  many  exam  rooms  do  you  have  for  each  provider?  _ 

1 7.  How  many  treatment/procedure  rooms  do  you  have  for  each  provider?  _ 

18.  Did  the  number  of  treatment  and  exam  rooms  per  provider  increase  with  the  implementation  of  PCO? 

□i  yes  02  no 


AT  2 


Health  Service  Manager  Job  Satisfaction  —To  be  completed  by  all  health  service  managers 
(administrative  techs)  assigned  to  PCO  teams.  For  all  statements  below  please  circle  the 
number  that  corresponds  with  your  current  satisfaction  and  your  change  in  satisfaction 
following  the  implementation  of  the  new  primary  care  optimization  program.  All  responses  will 
be  grouped  and  compared  in  their  aggregate  to  assure  anonymity. 


1 .  Satisfaction  with  my  level  of  leisure  time  and 
family  time 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

3 .  Satisfaction  with  the  pace  of  my  work  (amount 
of  work  to  accomplish  during  the  day) 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

4.  Change  in  satisfaction  in  area  listed  above 
following  implementation  of  PCO 

Large  Decrease  No  ciiauge  Large  Increase 

1 . . 2 . ^  .I:,.....:!.,:....! . .  J. 

Comments: 


5.  Satisfaction  with  teamwork  and  interaction 
with  treatment  team  members 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

|i!$.  4,'  ; 

.;®lfowin^'i4pl®&#italW j 

r. lialrgl^i^rease 

',T ’ii; 

7.  Satisfkction  with  Ae  way  that  the  treatment 
team  works  together  to  support  each  other 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

€harig#'ltis^is]$6tidfi  ltihi%a  listed  above 
following  ioipleihetltalidh  of  PCO 

pr|fc»e6r«as«  .  Ni!i'#angfe ' '■ 

■  l’  "  2’  '  3  '  4'  ’  "  5  '  6  '  i  ' 

Comments: 


AT  3 


9.  Satisfaction  with  number  of  exam  and 
treatment  rooms 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

10.  ill  satisfHttion  inarea  li^fed  above 

foPovs^thi^  iroiileftehfeition  of  jPCO 

Liarge  tfecifM^  No  ehalige  Large  Increase 

. ,1..  ......  .  J 

1 1 .  Satisfaction  with  layout  of  the  clinic  to 
maximize  efficiency 

Very  Dissatisfled  Neutral  Very  Satisfled 

1  2  3  4  5  6  7 

13.  Satisfaction  with  equipment  and  ability  to 
procure  new  equipment 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

=  l'4t  C&*ahie  in  satisfa6ti6h'  in  afea  listed  above 
fdllowini  implementation  of  1*00 

■  ^'Latge^e^feaSe-  . 'NfeWaiige: .  ■ ' '  Lirp'Inrtiitsi'' ' 

1  2  3  4  5  6  7 

15.  Satisfaction  with  availability  of  supplies 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

,16,' in  ?atis:^dtiQft‘^ja/^'isfed-|boye  f ;  _  ■«' 

,  i^'rg^Oecrii^??' >  '  \  fligiige  '  i'.jbargg.Inet^S'sis''' 

Comments: 


17.  Satisfaction  with  my  ability  to  initiate  changes 
in  the  way  work  is  done  in  the  clinic 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

■’-!8r'^|t_^p’|ll’iati'^^  aiSyM<Sd  ^bdfe 

fbliowing  implfemefitation  of 

fcarjgeD^^aSe  -  ■  •ijN’d'cjiign'ge; '’tSrgife’Biidii^Pe'.'''' 

..  ^  . Y  ■■ 

1 9.  Satisfaction  with  my  ability  to  make  changes  in 
my  work  schedule  if  needed 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

5  lOa  (^happ’fft  ^^tisfkitioh  in'  ^ea  listied  Itbo^ '  ! 

SilHillliptyittt  implbfei[ttai!^'.0ffC5-: 

Large  Deci^^$^  :  ,  .l^^thlaitger  .  :  ,  /Lafgeliicfi^^se 

Comments: 


AT  4 


I 


21.  Satisfaction  with  the  emphasis  that  local 
leadership  places  on  primary  care 


22.  Ch^ftgie  in  satisfacCidn  in  area  listed  above 
following  implementation  of  PCO 


23.  Satisfaction  with  local  medical  leadership 


Very  Dissatisfied  Neutral 

1  2  3  4  5 


Very  Dissatisfied  Neutral 

1  2  3  4  5 


Very  Satisfied 

6  7 


Very  Satisfied 

6  7 


25.  Satisfaction  with  Air  Force  medical  leadership 

Very  Dissatisfied 

12  3 

Neutral  Very  Satisfied 

4  5  6  7 

':“26iV:<Shatti|fft'sSiisfai^tidhl'lh-^^^  1  - 

fdllowing  imptemcntation  of  p(gd 

.  ^  >  j&Srige  •  • 

1  '2  s' 

Nfi'tK'aiil’ge;'  /'  ‘-Ijarl^Tjiitritis*'"''^ 

■  ^  i  6  7 

27.  Satisfaction  with  the  training  that  I  receive  to 
perform  my  duties 


29.  Satisfaction  with  the  breadth  and  depth  of  my 
administrative  duties 


3P,  jEhange  in  satisfaction  in  area  listfd  above 
&iJo’wint4mbkmgntatit^  :  ,  .  f  cj 


Very  Dissatisfied 

Neutral 

Very  Satisfied 

12  3 

4 

5 

6  7 

I./' 

■5 

6  7 

Very  Dissatisfied 

Neutral 

Very  Satisfied 

12  3 

4 

5 

6  7 

Oecr^use  , 

Nu  ciiai(ig^ 

I^Jrgeliiii  crease 

3 1 .  Satisfaction  that  the  patients  appreciate  the 
work  I  do  for  them 


Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 


33.  Satisfaction  with  the  contribution!  make  to  the  Very  Dissatisfied  Neutral  Very  Satisfied 

lives  of  the  patients  1  2  3  4  5  6  7 


41  Change  in  safisfaption  in  area  listed  abovf  ‘  L* 
iiiibiem^n|ati6h;6fPC€ii ' 


Comments: 


ATS 


35.  Satisfaction  that  the  patients  do  not  waste  time 
accessing  and  receiving  medical  care 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

36.  Change  in  satisfaction  in  area  listed  ahove 
following  implementation  of  PCO 

LBifgb  No  Ihaitige  LrBrge  Increase 

1:  ■  -  . S:.:  ft  ,7.  ^ 

37.  Satisfaction  with  overall  treatment  team 
efficiency 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

iitaffii'iipea aSi^ve 

%,/|^lfeWirt|idi^^iifehtatid^  'V',-  ■ 

Comments: 


39.  Satisfaction  with  access  to  data  reflecting  the 
demographics  and  health  status  of  the  enrolled 
population 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

'IbUdiyingumpli^tihfati^^^  *  'i  ; 

41 .  Satisfaction  with  the  continuity  of  care  that  the 
patients  receive 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

42 .  Change  in  satisfaction  in  area  listed  ahOve 
following  implementation  of  P(Sd 

Sparge  No 

1  2  3  4  ,  :f  ,  6  7  . 

43.  Satisfaction  with  the  overall  quality  of  medical 
care  that  is  provided 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

xi'  -'lldlldwitig  6f'Pdd , ;  pV.rM-  c'-' 

, ;  i4f^Decr^se.'  ‘  r, 

■i  'i  '■  <  ^4'  f 

...  V  ,1,  .  :V,^ - : ij i -  r 

Comments: 
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45.  Satisfaction  with  my  pay  and  other  benefits 

Very  Dissatisfled  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

46.  Change  in  satisfaction  in  ania  listed  above 
following  implementation  of  PCO 

Laftgieil)(|(f(^a;s6  Na^Mhg^  Lat^e  Ihcfi^ase 

1  2  3  4  5  6  7 

47.  Satisfaction  with  my  prospects  for  promotion 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

Bhkhje'  ift’satisfa^Mii  Jn'at^alisted  above 

V\'  folijd^ingiinpIetttentetlon'Of  '■  =  ■  . 

•  'Tb^lrk^'Di^fease’.  ]||#p‘iIncl'iEiasfe'' 

■■/i  1-. ''  A  y'W' '■  i'  ■- 

49.  Satisfaction  with  my  opportunities  for 
recognition  and  awards 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

,?|0V,phdjfgpriris|tfafactfOn“m' areajistetj  aboVb  •; 

'I-*- ,),^llbVl^$’‘^lflotoentationbiP®j^?:  'I,, 

,  targtf'Decrease  I'Nolfclli'attgS)  <  ’ iPWlSe  >' 

.  i: ^  /•  .  ...i'  ’ 

Comments: 

5 1 .  Overall  satisfaction  with  my  current  position  in 
military  medicine 

Very  Dissatisfied  Neutral  Very  Satisfied 

1  2  3  4  5  6  7 

liP;!  -f  pB|e;il|^fi;|j^toi|[1irtT^S|k!|iS^^ 
i6lto^lng'ttnpife&e^atibii'df|*Cd'^  ; 

r':' . A  "  . ‘i  ■  ■  %  ' 

Comments: 

53.  With  your  current  knowledge,  if  you  were  not 
in  a  clinic  that  is  involved  in  optimization  and 
had  the  option  to  accept  a  position,  what  would 
you  decide? 

Definitely  Neutral  Definitely 

Wouldn’t  or  Would 

Accept  Position  Uncertain  Accept  Position 

1  2  3  4  5  6  7 

,5 :  ,  v  lbtet^st^  |tt  a  'ppsitiolt  in  air  optimi^d  dllriie^  ; 
;Vi^hMw6liid’ydb:fell;thetf?  ■ 

Dcfinhely  p" i ‘''dWl#:"'! 

,  .Wouip’f  ;7';  ‘  'r  i:'-;. :  i 

Rtgc^ominend  l  ''^Dni^irtaiil  *,  '  Jl^oinmeii& 

2  .A,,;,:#..:;...#  '  t  .. 

55.  Do  you  plan  to  separate  from  the  Air  Force  (or 
quit  your  position)  at  your  next  opportunity? 

Definitely  Neutral  Definitely 

Not 

1  2  3  4  5  6  7 

S6.  ybti  cuitfefttly  hiore  at  |eis^  likely  to  leave ' . 

” ,' . '  f brce 6|)ijbrti^ty  fcecause’l'^ 

-// ;|tf]priitiidlfyctf6’5ptiihi2^iibh^  ^  ■  ■ 
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Appendix  B 

Primary  Care  Optimization  -  Extent  of  Change  Survey 


Primary  Care  Optimization  -  Extent  of  Change 


To  be  completed  by  the  medical  treatment  facility  administrator  or  his/her  representative.  Please  copy  this  survey  and 
fill  out  a  separate  survey  for  each  optimized  clinic  in  the  MTF.  It  is  essential  that  you  fill  in  all  the  blanks  in  the 
survey  below.  All  satisfaction  surveys  from  your  entire  facility  will  be  tied  to  this  survey.  Failing  to  fill  in  the  survey 
with  accurate  information  will  invalidate  all  of  the  other  surveys.  This  survey  attempts  to  describe  the  changes  in 
operations  that  have  occurred  in  your  primary  care  clinics  when  they  were  changed  to  increase  efficiencies.  Before  ” 
refers  to  conditions  prior  to  the  implementation  of  primary  care  optimization,  for  this  survey  please  use  Oct  -  Dec  1999 
as  the  before  date.  ** Current**  refers  to  the  conditions  at  this  time.  ** Planned**  refers  to  the  conditions  that  the  MTF 
plans  to  move  toward.  For  all  planned  conditions  that  are  significantly  different  than  the  current  condition  indicate  the 
date  when  you  anticipate  you  will  reach  the  planned  state. 

Name  of  Medical  Treatment  Facility _ 

TRICARE  Region _  MAJCOM _ 

Type  of  facility; 

□i  Clinic  <  5  providers  Da  Clinic  5-10  providers  Ds  Clinic  >10  providers 

□4  Hospital  <  50  beds  Ds  Hospital  50-100  beds  06  Hospital  >  100  beds 

□7  Other 

Name  of  Clinic _  Date  Clinic  Optimized _ 


Indicators 

Before 

(Oi:l-D«x’99) 

Current 

(Oct- Dec  ’00) 

Planned 

Date 

1 .  Nximber  of  optimized  teams* 

2.  Total  number  of  full-time  primary  care  providers 
assigned  to  the  MTF  (GMOs,  FPs,  Peds,  IM,  FS) 

3.  Total  number  of  full-time  primary  care  providers 
in  optimized  teams 

4.  Total  number  of  nurses  in  direct  support^  of 
optimized  teams 

5.  Total  number  of  medical  technicians  in  direct 
support^  of  optimized  teams 

6.  Total  number  of  administrative  technicians  in 
direct  support^  of  optimized  teams 

7.  Total  number  of  administrative  officers 
supporting  optimized  teams 

8.  Total  number  of  health  care  integrators 
supporting  optimized  teams 

9.  Total  number  of  examination  rooms  utilized  by 
optimized  teams 

10.  Total  number  of  treatment  and  procedure 
rooms  utilized  by  optimized  teams 

■1 

1 1 .  Do  you  utilize  a  nurse  triage  system  to  manage 
acute  appointments  with  the  optimized  team? 

□  Yes 

□  No 

12.  Do  you  utilize  nurse  or  technician  managed 
clinics? 

□  Yes 

□  No 

□  Yes 

□  No 

□  Yes 

□  No 

A1 


Indicators 

Before 

(Oct -Dec  ’99) 

Current 

(Oct -Dec  *00) 

Planned 

Date 

13.  Does  your  support  staff  write  the  provider 
note? 

□  No 

□  Some 

□  All 

□  No 

□  Some 

□  All 

□  No 

□  Some 

□  All 

1 4.  Does  your  support  staff  participate  in  the 
review,  documentation,  and  delivery  of  clinical 
preventive  services? 

□  No 

□  Some 

□  All 

□  No 

□  Some 

□  All 

□  No 

□  Some 

□  All 

15.  Do  providers  dictate  their  notes  for 
transcription? 

□  Yes 

□  No 

□  Yes 

□  No 

□  Yes 

□  No 

16.  Do  providers  receive  assistance  in  coding 
patients  (superbill,  computerized  coding, 
professional  coders)? 

□  Yes 

□  No 

□  Yes 

□  No 

□  Yes 

□  No 

1 7.  Total  number  of  enrollees  empanelled  to 
optimized  teams 

(Oci-ticc  ‘yii) 

■1 

1 8.  Average  number  of  outpatient  visits  per  day  per 
optimized  provider  for  the  last  3  months 

(Ocl -  tJiic  *99) 

(LICl  -  IftC  UU7 

1.  An  optimized  team  is  defined  as  2  providers  and  the  support  staff  to  optimize  the  efficiency  of  their 
clinical  operations 

2.  Direct  support  is  defined  as  more  than  80%  of  their  time  working  in  the  clinic. 
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Appendix  C 

SPSS  Output  -  Staff  Satisfaction  Survey  Reliability 


RELIABILITY 

/VARIABLES=leisure  pace 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Workload  Reliability 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 


Page  1 


RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1.  LEISURE  ql  Leisure  Time  Sat 

2.  PACE  q3  Pace  of  Work  Sat 


1. 

2, 


LEISURE 

PACE 


N  of  Cases  = 
Item  Means 


Mean 

4.2275 

3.7797 

1332.0 


Mean 

4.0036 


Minimum 

3.7797 


Std  Dev 

1.6235 

1.5507 


Maximum 

4.2275 


Cases 

1332.0 

1332.0 


'"V  >1' 


'v .  yA' 

Rang^:"”'  :  Max/Min 
.447B  1.1185 


Item-total  Statistics 

Scale 
Mean 
if  Item 
Deleted 


LEISURE 

PACE 


3.7797 
A. 2215 


Scale 
Variance 
if  Item 
Deleted 

2.4046 

2.6357 


Corrected 
Item-  ' 
Tota!^  ' 
Correlation 


Squared 

Multiple 

Correlation 

.3069 

.3069 


Source  of  Variation 

Between  People 
Within  People 

Between  Measures 
Residual 
Total 

Grand  Mean 


Analysis  of  Va:p|^^Jice 

Sum  of  Sq.  DF  Mean  Square 

5210.591#:!?  1331  3.9148 

1631.62#'  1332  1.2249 

133lf^32  1  133.5632 

14^iS'618  1331  1.1255 

684g5^l61  2663  2.5694 

4.00 


Reliability  Coef f icient|'^’  2  items 

Standardized  item  alpha  = 


.7130 


RELIABILITY 

/VARIABLES=leisurex  pacex 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 


Reliability 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 


Variance 

.1003 


Alpha 
if  Item 
Deleted 


Prop. 


****** 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1.  LEISUREX  q2  Leisure  Time  Change  in  Sat 

2.  PACEX  q4  Pace  of  Work  Change  in  Sat 


Mean 


Std  Dev 


Cases 


1. 

2. 


LEISUREX 

PACEX 


N  of  Cases  = 
Item  Means 


Mean 

3.6956 


Item-total  Statistics 

Scale 
Mean 
if  Item 
Deleted 


LEISUREX 

PACEX 


3.6758 

3.7154 


3.7154 

3.6758 

896.0 

Minimum 

3.6758 


Scale 
Variance 
if  Item 
Deleted 

2.4068 

1.8642 


1.3653 

1.5514 


Maximum 

3.7154 


896.0 

896.0 


Range 


kax/Min 

1.0108 


Corrected  Mf 
Item 


Total  >5-  Multiple 


Correlati^ 

jM* 


Squared 
Multiple 
Correlation 


.4236 

.4236 


Source  of  Variation 

Between  People 
Within  People 

Between  Measures 
Residual 
Total 

Grand  Mean 


Analysis  of  Vari^ 
Sum  of  Sq. 


i0y 


3145.0702 
678.1250^^ 
.7( 

611.  m  *7 

3823. 

3.6956 


M 


Reliability  Coefficients 


Alpha  = 


895 

896 

1 

895 

1791 


Mean  Square 

3.5140 

.7568 

.7033 

.7569 

2.1347 


Variance 

.0008 


Alpha 
if  Item 
Deleted 


Standardized  item  alpha  =  .7885 


Prob. 


RELIABILITY 

/VARIABLES=lei) 
/FORMAT=LABELS 
/SCALE  (ALPHA) 
/STATISTICS=DES 
/SUMMARY=TOTAL 


isure  pacex  pace 

EL=ALPHA 
IVE  ANOVA 


**i«r***  Method  2/( covariance  matrix)  will  be  used  for  this  analysis 


***  +  •*•* 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


.7756 


RELIABILITY 

/VARIABLES=tsupt  nsupt  record  interpr  teamwrk 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 


******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 
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RELIABILITY  ANALYSIS 


SCALE 


(^'L  P  H  A) 


1 .  TSUPT  q5  Tech  Support  Sat 

2.  NSUPT  q7  Nurse  Support  Sat 

3.  RECORD  q9  Record  Availability  Sat 

4.  INTERPR  qll  Team  Interaction  Sat 


5. 

TEAMWRK 

ql3  Teamwork  Sat 

Mean 

Std  Dev 

1. 

TSUPT 

4.0458 

1.7233 

2. 

NSUPT 

4.5599 

1.662a^>* 

3. 

RECORD 

3.6197 

1.673# 

4. 

INTERPR 

4.8310 

1 . 4#S 

5. 

TEAMWRK 

4.7535 

ij-Pe 

Cr 


r’-K 


N  of  Cases  = 


Item  Means 


Mean 

4.3620 


284.0 

Minimum 

3.6197 


Item-total  Statistics 


ximum 

8310 


Cases 

284.0 

284.0 

284.0 

284.0 

284.0 


Range 

1.2113 


Max/Min 

1.3346 


Variance 

.2658 


Scale 

Sc^^^g' 

Corrected 

Mean 

Varif^be 

Item- 

Squared 

Alpha 

if  Item 

i^;^'tem 

Total 

Multiple 

if  Item 

Deleted 

^^Jfeted 

Correlation 

Correlation 

Deleted 

TSUPT 

17.7641 

#11.5873 

.6289 

.3960 

.7507 

NSUPT 

17.2500 

.  J 

S-' 

•?23-0574 

.5517 

.3099 

.7759 

RECORD 

18.1901 

24.5786 

.4367 

.2068 

.8125 

INTERPR 

16.9789 

23.2222 

.6954 

.6859 

.7348 

TEAMWRK 

17.0563 

23.8413 

.6628 

.‘6685 

.7454 

Source  of  Variat 


Between  People 
Within  People 

Between  Mea^  l^;?es 
Residual 
Total 

Grand  Ban 


Analysis  of  Variance 


Sum  of  Sq. 

DF 

Mean  Square 

F 

1959.9465 

283 

6.9256 

1852.0000 

1136 

1.6303 

301.9958 

4 

75.4989 

55 

1550.0042 

1132 

1.3693 

3811.9465 

.3620 

1419 

2.6864 

Prob. 


55.1384  .0000 


Pages 


RELIABILITY 


ANALYSIS 


SCALE  (ALPHA) 


Reliability  Coefficients  5  items 

Alpha  =  .8023  Standardized  item  alpha  =  .8105 


RELIABILITY 

/VARIABLES=tsuptx  nsuptx  recordx  interprx  teamwrkx 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Reliability 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 


****** 
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R  E  L 

I  A  B  I  L  I  T 

Y 

A  N  A  L  Y  S 

IS  -  S  C  A 

1. 

TSUPTX 

q6  Tech  Support 

Change  in  Sat 

2. 

NSUPTX 

q8  Nurse  Support 

Change  in  Sat-^ 

3. 

RECORDX 

qlO 

Record  Availability  Sat  C^^nge 

4. 

INTERPRX 

ql2 

Team  Interaction  Sat  Ch^tt^e 

5. 

TEAMWRKX 

ql4 

Teamwork  Sat 

Mean 

Change 

Std  D^'t; 

i.554'6 

Cases 

1. 

TSUPTX 

4.5519 

241.0 

2. 

NSUPTX 

4.7552 

i.||69 

241.0 

3. 

RECORDX 

4.1701 

lip43 

241.0 

4. 

INTERPRX 

4.8506 

li|519 

241.0 

5. 

TEAMWRKX 

N  of  Cases  = 

4.6971 

241.0 

if3584 

.0 

V 

241.0 

(A  L  P  H  i 


Item  Means 


Mean  Minimum  ;^aximum  Range 

4.6050  4.1701  /  4.8506  .6805 


Max/Min 

1.1632 


Item-total  Statistics 

Scale 
Mean 
if  Item 
Deleted 


TSUPTX 

NSUPTX 

RECORDX 

INTERPRX 

TEAMWRKX 


18.4730 

18.2697 

18.8548 

18.1743 

18.3278 


Source  of  Variation 


Between  People 
Within  People 

Between  Measures 
Residual 
Total 

Grand  Mean 


Vari^’ife 
if  mkrn 
De^xed 

2|%836 
M6978 
Ml.  54  97 
®b.7945 
,§^1.14  63 

ef 


^iysis  of  Variance 

l^tim  of  Sq. 

1549.1701 
1074.8000 
68.2772 
1006.5228 
2623.9701 
6050 


Corrected 

Item- 

Total 

Correlation 

.6841 

.5582 

.4744 

.7829 

.7430 


Squared 

Multiple 

Correlation 

.4941 

.3470 

.2340 

.7754 

.7466 


DF 

Mean  Square 

F 

240 

6.4549 

964 

1.1149 

4 

17.0693 

16 

960 

1.0485 

1204 

2.1794 

Variance 

.0708 


Alpha 
if  Item 
Deleted 

.7921 

.8264 

.8540 

.7677 

.7783 


Prob. 


2803  .0000 
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RELIABILITY  ANALYSIS 


SCALE 


(ALPHA) 


Reliability  Coefficients  5  items 

Alpha  =  .8376  Standardized  item  alpha  =  .8433 


RELIABILITY 

/VAI«ABLES=ti^ptx  nsuptx  interprx  teamwrkx 

/forS&t=lab^s 

/SCAL^ALjraA)  =ALL/MODEL=ALPHA 
/STATIS^yrcS=DESCRIPTIVE  ANOVA 

/summam&total  means  . 

ReliaMityV 

Method  2  (covariance  matrix)  will  be  used  for  this  analysis 
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ANALYSIS 


SCALE  (ALPHA) 


reliability 


5  items 

Standardized  item  alpha  = 


.7916 


RELIABILITY 

/VARIABLES=tx_autn  prt_atn  schedle 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 


******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 
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RELIABILITY  ANALYS-  IS 


SCALE  (ALPHA) 


1 .  TX_AUTN 

2 .  PRT_ATN 

3.  SCHEDLE 


q23  Treatment  Autonomy  Sat 
q25  Practice  Changes  Sat 
q27  Schedule  Changes  Sat 

Mean  Std  Dev 


Cases 


1. 

TX  AUTN 

5.0592 

1.4460 

287.0 

2. 

PRT  ATN 

3.9686 

1.6330 

287.0 

' 

3. 

SCHEDLE 

3.9373 

1.7689 

287.0 

N  of  Cases 

287.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range 

Max/Min 

Variance 

4.3217 

3.9373 

5.0592 

1.1220 

1.2850 

.4082 

Item-total 

Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

TX  AUTN 

7.9059 

9.1904 

.5572 

.3187 

.7387 

PRT  ATN 

8.9965 

7.5839 

.6577 

.4327 

.6235 

SCHEDLE 

9.0279 

7.2789 

.6033 

.3761 

.6927 

Analysis  of  Variance 


Source  of  Variation  Sum  of  Sq. 


DF 


Mean  Square  F 


Prob. 


Between  People 
Within  People 

Between  Measures 
Residual 
Total 

Grand  Mean 


1541.2172  286 

948.6667  574 

234.3020  2 

714.3647  572 

2489.8839  860 

4.3217 


5.3889 

1.6527 

117.1510 

1.2489 

2.8952 


Reliability  Coefficients 


Alpha  = 


3  items 

Standardized  item  alpha  == 


.7703 


RELIABILITY 

/VARIABLES=tx_autnx  prt_atnx  schedlex 
/FORMAT=LABELS 

/SCALE  (ALPHA)  =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY-TOTAL  MEANS  . 


f fiilmfertt  AirtdH  wy  iReiiWiJi'ty 
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RELIABILIT 

Y 

ANALYST 

S.  -  S  C  A 

L  E  (ALPHA) 

1 .  TX  AUTNX 

q24 

Treatment  Autonomy  Sat  Change 

2 .  PRT  ATNX 

q26 

Practice  Changes  Sat  Change 

3.  SCHEDLEX 

q28 

Schedule  Changes  Sat  Change 

Mean 

Std  Dev 

Cases 

1 .  TX  AUTNX 

4.1157 

1.1355 

242.0 

2 .  PRT  ATNX 

4.1777 

1.3160 

242.0 

3 .  SCHEDLEX 

3.8306 

1.4858 

242.0 

N  of  Cases  = 

242.0 

Item  Means  Mean 

Minimum 

Maximum 

Range  Max/Min 

Variance 

4  J 

D413 

3.8306 

4.1777 

.3471  1.0906 

.0343 

Item-total  Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

TX  AUTNX  8.0083 

6.2074 

.5189 

.2961 

.7307 

PRT  ATNX  7.9463 

4.8394 

.6669 

.4450 

.5547 

SCHEDLEX  8.2934 

4.6148 

.5655 

.3473 

.6906 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF  Mean  Square  F 

Prob. 

Between  People 

838.0937 

241 

3.4776 

Within  People 

438.6667 

484 

.9063 

Between  Measures 

16.5868 

2 

8.2934  9.4708  .0001 

Residual 

422.0799 

482 

.8757 

Total 

1276.7603 

725 

1.7610 

Grand  Mean 

4. 

0413 

Reliability  Coefficients 

3  items 

Alpha  = 

Standardized 

item  alpha  = 

.7527 

RELIABILITY 

/VARIABLES=consult  pro_int  traing  scope  teachng 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Professional  interaction  Reliability 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1. 

CONSULT 

q35 

Consultant  Interaction  Sat 

2. 

PRO  INT 

q37 

Professional 

Interaction 

Sat 

3. 

TRAING 

q39  Training  Sat 

4. 

SCOPE 

q41 

Scope  of  Practice  Sat 

5. 

TEACHNG 

q43 

Teaching  Sat 

Mean 

Std  Dev 

Cases 

1. 

CONSULT 

4.5159 

1.4764 

283.0 

2. 

PRO  INT 

4.8233 

1.5008 

283.0 

3. 

TRAING 

4.5583 

1.5526 

283.0 

4. 

SCOPE 

4.0601 

1.6395 

283.0 

5. 

TEACHNG 

3.8445 

1.3776 

283.0 

N  of  Cases 

= 

283.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range 

Max/Min 

4.3604 

3.8445 

4.8233 

.9788 

1.2546 

Item-total 

Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

if  Item 

if  Item 

Total 

Multiple 

Deleted 

Deleted 

Correlation 

Correlation 

CONSULT 

17.2862 

21.1979 

.4618 

.2511 

PRO  INT 

16.9788 

19.7017 

.5781 

.3592 

TRAING 

17.2438 

19.7879 

.5399 

.2970 

SCOPE 

17.7420 

19.3056 

.5318 

.3394 

TEACHNG 

17.9576 

20.4025 

.5911 

.3779 

Analysis  of  Variance 


Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

Between  People 

1672.5837 

282 

5.9311 

Within  People 

1729.6000 

1132 

1.5279 

Between  Measures 

179.4134 

4 

44.8534 

Residual 

1550.1866 

1128 

1.3743 

Total 

3402.1837 

1414 

2.4061 

Grand  Mean 

4.3604 

Variance 

.1585 


Alpha 
if  Item 
Deleted 

,7516 

.7123 

.7257 

.7297 

.7105 


Prob. 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


Reliability  Coefficients  5  items 

I  standardized  item  alpha  =  .7701 


RELIABILITY 

/VARIABLES=consultx  pro_intx  traingx  scopex  teachngx 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

_ . . .  _ 


******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 


*★**•*•* 
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RELIABILITY  ANALYSIS 


SCALE 


(ALPHA) 


1. 

CONSULTX 

q36  Consultant  Inter  Sat  Change 

2. 

PRO  INTX 

q38  Pro  Interaction  Sat  Change 

3. 

TRAINGX 

q40  Training  Sat 

Change 

4. 

SCOPEX 

q42  Scope  of  Practice  Sat  Change 

5. 

TEACHNGX 

q44  Teaching  Sat 

Change 

Mean 

Std  Dev 

Cases 

1. 

CONSULTX 

4.1046 

.8106 

239.0 

2. 

PRO  INTX 

3.9958 

.9979 

239.0 

3. 

TRAINGX 

3.9916 

.8981 

239.0 

4. 

SCOPEX 

3.6653 

1.1726 

239.0 

5. 

TEACHNGX 

3.7741 

.9954 

239.0 

N  of  Cases 

=  239.0 

Item 

Means 

Mean  Minimum 

Maximum  Range 

Max/Min 

Variance 

3.9063  3.6653 

4.1046 

4393 

1.1199 

.0326 

Item-total 

Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

CONSULTX 

15.4268 

11.1532 

.6151 

.4064 

.8351 

PRO  INTX 

15.5356 

9.6447 

.7261 

.5327 

.8039 

TRAINGX 

15.5397 

10.3419 

.6911 

.4902 

.8152 

SCOPEX 

15.8661 

9.2341 

.6359 

.4241 

.8351 

TEACHNGX 

15.7573 

9.8736 

.6836 

.4689 

.8155 

Analysis  of  Variance 


Source  of  Variation 


Sum  of  Sq. 


DF 


Mean  Square  F 


Prob. 


Between  People  720.7029  238 

Within  People  458.8000  956 

Between  Measures  31.1180  4 

Residual  427.6820  952 

Total  1179.5029  1194 

Grand  Mean  3.9063 


3.0282 

.4799 

7.7795 

.4492 

.9879 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


Reliability  Cgg^lpicients  5  items 


Alpha  =  f 


kS-' 


Standardized  item  alpha  =  .8566 


RELIABILITY 

/VARIABLES=pts_apr  contrib  reltshp 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Patient  Appreciation  Reliabiiity 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis  ****** 
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R  E  L 

I  A  B  I  L  I  T 

Y 

A  N  A  L  Y  S 

IS  -  S  C  A 

L  E  (ALPHA) 

1. 

PTS  APR 

q45 

Patient  Appreciation  Sat 

2. 

CONTRIB 

q47 

Meaningful 

Contribution  Sat 

3. 

RELTSHP 

q49 

Patient  Relationship  Sat 

Mean 

Std  Dev 

Cases 

1. 

PTS  APR 

5.0308 

1.2826 

292.0 

2. 

CONTRIB 

5.3425 

1.1119 

292.0 

3. 

RELTSHP 

5.3322 

1.1257 

292.0 

N  of  Cases  = 

292.0 

Item  Means  1 

Mean 

Minimum 

Maximum 

Range  Max/Min 

5.: 

2352 

5.0308 

5.3425 

.3116  1.0619 

Item-total  Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

if  Item 

if  Item 

Total 

Multiple 

Deleted 

Deleted 

Correlation 

Correlation 

PTS  APR 

10.6747 

4.4471 

.7190 

.5269 

CONTRIB 

10.3630 

4.7750 

.8171 

.6782 

RELTSHP 

10.3733 

4.9083 

.7630 

.6203 

Analysis  of  Variance 


Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

Between  People 

968.2237 

291 

3.3272 

Within  People 

257.3333 

584 

.4406 

Between  Measures 

18.3037 

2 

9.1518 

Residual 

239.0297 

582 

.4107 

Total 

1225.5571 

875 

1.4006 

Grand  Mean 

5.2352 

F 


Reliability  Coefficients 


3  items 


Alpha  = 


Standardized  item  alpha  =  .8805 


RELIABILITY 

/VARIABLES=pts_aprx  contribx  reltshpx 
/FORMAT=LABELS 

/SCALE  (ALPHA)  =ALL /MODE L= ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

-.-,5... . .  , 

Relationship  Reliability 


Variance 
.  .0313 


Alpha 
if  Item 
Deleted 

.8741 

.7802 

.8259 


Prob . 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1.  PTS__APRX  q46  Patient  Appreciation  Sat  Change 

2.  CONTRIBX  q48  Meaningful  Contrib  Sat  Change 


3. 

RELTSHPX 

q50  Patient 

Relationship  Sat 

Change 

Mean 

Std  Dev 

Cases 

1. 

PTS  APRX 

4.2823 

1.0690 

248.0 

2. 

CONTRIBX 

4.2339 

1.0464 

248.0 

3. 

RELTSHPX 

4.2823 

1.1243 

248.0 

N  of  Cases  =  248.0 

Item  Means  Mean  Minimum  Maximum  Range  Max/Min  Variance 

4.2661  4.2339  4.2823  .0484  1.0114  .0008 


Item-total  Statistics 


Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

PTS  APRX 

8.5161 

4.2912 

.8060 

.6544 

.9005 

CONTRIBX 

8.5645 

4.2144 

.8599 

.7410 

.8578 

RELTSHPX 

8.5161 

3.9997 

.8316 

.7035 

.8811 

Analysis  of  Variance 


Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

Between  People 

741.3065 

247 

3.0012 

Within  People 

124.0000 

496 

.2500 

Between  Measures 

.3871 

2 

.1935 

Residual 

123.6129 

494 

.2502 

Total 

865.3065 

743 

1.1646 

Grand  Mean 

4.2661 

Reliability  Coefficients  3  items 

standardized  item  alpha  =  .9172 


F  Prob. 


RELIABMilTY  y 

/VARlX^ES^^s_aprx  contribx  reltshpx  pts__apr  contrib  reltshp 
/FORM^L^LS 

/SCALE  (^PHA)  =ALL/MODEL=ALPHA 
/STATliTICS=DESCRIPTIVE  ANOVA 
/SUf^RY=TOTAL  MEANS  . 

Reliability  ^ 
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1^. 


RELIABILITY  ANALYSIS 


1. 

2. 


1. 

2. 

N  of  Ca\es  == 
Item  Means 

Item-total  Statist!) 


SCALE  (ALPHA) 


QUAL_PTX 
CONT  CRX 


Squared 

Multiple 

Correlation 

.5041 

.5041 


Alpha  = 


Max/Min 

1.0219 


Variance 

.0051 


Alpha 
if  Item 
Deleted 


Source  of  Variation 

Sumy^f 

DF 

Mean 

Between  People 

218\ 

Jl22^ 

884 

Within  People 

375 

)f5000 

885 

Between  Measures 
Residual 
Total 

Grand  Mean 


Reliability  Coefficie/ts 


2.4741 

.4243 

4.4751 

.4197 

1.4486 


Prob. 


.8304 


RELIABILITY 

/VARIABLES^pay  promote  awards 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 


******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis  ****** 
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SCALE 


(ALPHA) 


RELIABILITY  ANALYSIS 


1. 

PAY 

q65 

Pay  and  Benefits  Sat 

2, 

PROMOTE 

q67 

Promotion  Opportunity  Sat 

3. 

AWARDS 

q69 

Recognition 

Sat 

Mean 

Std  Dev 

Cases 

1. 

PAY 

4.1293 

1.5771 

1299.0 

2. 

PROMOTE 

4.1913 

1.4534 

1299.0 

3. 

AWARDS 

3.9038 

1.5377 

1299.0 

N  of  Cases 

= 

1299.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range 

Max/Min 

Variance 

4.0748 

3.9038 

4.1913 

.2875 

1.0737 

.0229 

Item-total 

Statistics 

Scale 

Mean 
if  Item 
Deleted 

Scale 
Variance 
if  Item 
Deleted 

Corrected 

Item- 

Total 

Correlation 

Squared 

Multiple 

Correlation 

Alpha 
if  Item 
Deleted 

PAY 

8.0951 

7.2870 

.5654 

.3237 

.7713 

PROMOTE 

8.0331 

7.2138 

.6741 

,4639 

.6549 

AWARDS 

8.3206 

7.0514 

.6334 

.4272 

.6955 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq, 

DF 

Mean  Square 

F  Prob. 

Between  People 

6311.9455 

1298 

4.8628 

Within  People 

2786.5000 

2598 

1.0726 

Between  Measures 

59.4897 

2 

29.7449 

Residual 

2727.0103 

2596 

1.0505 

. 

Total 

9098.4455 

3896 

2.3353 

Grand  Mean  4.0748 


Reliability  Coefficients 


Alpha  = 


3  items 

Standardized  item  alpha  = 


.7859 


RELIABILITY 

/VARIABLES=payx  promotex  awardsx 
/FORMAT^LABELS 

/SCALE  (ALPHA)  =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY-TOTAL  MEANS  . 


RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1 .  PAYX 

2 .  PROMOTEX 

3 .  AWARDSX 


q66  Pay  and  Benefits  Sat  Change 
q68  Promotion  Opportunity  Sat  Change 
q70  Recognition  Sat  Change 

Mean  Std  Dev  Cases 


1. 

2. 

3. 

PAYX 

PROMOTEX 

AWARDSX 

3.8886 

3.9317 

3.8439 

.9886 

1.0200 

1.1146 

871.0 

871.0 

871.0 

N  of  Cases 

= 

871.0 

Item 

Means 

Mean 

3.8881 

Minimum 

3.8439 

Maximum 

3.9317 

Range 

.0878 

Max/Min 

1.0228 

Variance 

.0019 

Item-total 

Statistics 

Scale 

Mean 
if  Item 
Deleted 

Scale 
Variance 
if  Item 
Deleted 

Corrected 

Item- 

Total 

Correlation 

Squared 

Multiple 

Correlation 

Alpha 
if  Item 
Deleted 

PAYX 

7.7755 

3.6567 

.5416 

.2978 

.7515 

PROMOTEX 

7.7325 

3.2376 

.6548 

.4332 

.6289 

AWARDSX 

7.8203 

3.0473 

.6147 

.3970 

.6757 

Analysis  of  Variance 


Source  of  Variation 

Between  People 
Within  People 

Between  Measures 
Residual 
Total 

Grand  Mean 


Sum  of  Sq. 

DF 

Mean  Square 

1937.6741 

870 

2.2272 

901.8333 

1742 

.5177 

3.3599 

2 

1.6800 

898.4734 

1740 

.5164 

2839.5075 

2612 

1.0871 

3.8881 


F  Prob . 


Reliability  Coefficients 


Alpha  = 


3  items 

Standardized  item  alpha  = 


.7687 


■ 

RELIABIL^Y 

/VARIA^ES=posit 
/FORMAT^LABELS/  " 

/SCALE  (;^PH.A|4^€l/M0DEL=ALPHA 
/STATISTrC3WESCRIPTIVE  ANOVA 
/ SUMMARY/™^ AL  MEANS 


Relial 
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RELIABILITY 

/VARIABLES=exm_rms  layout  equpmnt  supply 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Facility  Support:  Reliability 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 


RELIABILITY  ANALYSIS  -  SCALE  (ALPHA) 


1. 

EXM  RMS 

ql5  Exam  Rooms  Sat 

2. 

LAYOUT 

ql7  Clinic  Layout 

Sat 

3. 

EQUPMNT 

ql9  Equipment  Sat 

4. 

SUPPLY 

q21  Supplies  Sat 

Mean 

Std  Dev 

Cases 

1. 

EXM  RMS 

4.6520 

1.5179 

1299.0 

2. 

LAYOUT 

3.9754 

1.5267 

1299.0 

3. 

EQUPMNT 

,  3.9561 

1.2830 

1299.0 

4. 

SUPPLY 

3.8968 

1.3851 

1299.0 

N  of  Cases  =  1299.0 

Item  Means  Mean  Minimum  Maximum  Range  Max/Min  Variance 

4.1201  3.8968  4.6520  .7552  1.1938  .1269 


Item-total  Statistics 

Scale  Scale  Corrected 

Mean  Variance  Item-  Squared 

if  Item  if  Item  Total  Multiple 

Deleted  Deleted  Correlation  Correlation 


Alpha 
if  Item 
Deleted 


EXM  RMS 

11.8283 

11.8819 

.5182 

.3010 

LAYOUT 

12.5050 

11.3365 

.5780 

.3514 

EQUPMNT 

12.5242 

12.0709 

.6609 

.5217 

SUPPLY 

12.5835 

12.1276 

.5766 

.4713 

Analysis  of  Variance 

Source  of  Variation  Sum  of  Sq.  DF  Mean  Square 

Between  People  '6363.0624  1298  4.9022 

Within  People  4774.0000  3897  1.2250 

Between  Measures  494.4527  3  164.8176 

Residual  4279.5473  3894  1.0990 

Total  11137.0624  5195  2.1438 

Grand  Mean  4.1201 


.7558 

.7235 

.6857 

.7232 


F  Prob . 


149.9690  .0000 
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RELIABILITY 


ANALYSIS 


SCALE  (ALPHA) 


Reliability  Coefficients  4  items 

Alpha  =  .7758  Standardized  item  alpha  =  .7809 


RELIABILITY 

/VARIABLES=exm_rmsx  layoutx  equpmntx  supplyx 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Change  in  Facility:  Reliability 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis  ****** 
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RELIABILITY  ANALYSIS 


SCALE 


(ALPHA) 


1. 

EXM  RMSX 

ql6  Exam  Rooms  Sat  Change 

2. 

LAYOUTX 

ql8  Clinic  Layout 

Sat  Change 

3. 

EQUPMNTX 

q20  Equipment  Sat 

Change 

4. 

SUPPLYX 

q22  Supplies  Sat  ' 

Change 

Mean 

Std  Dev 

Cases 

1. 

EXM  RMSX 

4.4687 

1.1680 

862.0 

2. 

LAYOUTX 

4.1125 

1.2642 

862.0 

3. 

EQUPMNTX 

4.0139 

1.0109 

862.0 

4. 

SUPPLYX 

3.9478 

1.0205 

862.0 

N  of  Cases 

=  862.0 

Item 

Means 

Mean  Minimum 

Maximum 

Range 

Max/Min 

Variance 

4.1357  3.9478 

4.4687 

.5209 

1.1319 

.0538 

Item-total 

Statistics 

Scale 

Mean 
if  Item 
Deleted 

Scale 
Variance 
if  Item 
Deleted 

Corrected 

Item- 

Total 

Correlation 

Squared 

Multiple 

Correlation 

Alpha 
if  Item 
Deleted 

EXM  RMSX 

12.0742 

7.2860 

.5106 

.2781 

.7462 

LAYOUTX 

12.4304 

6.5079 

.5835 

.3463 

.7100 

EQUPMNTX 

12.5290 

7.4527 

.6152 

.4512 

.6941 

SUPPLYX 

12.5951 

7.5188 

.5914 

.4343 

.  7051 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

F  Prob. 

Between  People 

2554.9780 

861 

2.9675 

Within  People 

1911.5000 

2586 

.7392 

Between  Measures 

139.2552 

3 

46.4184 

67.6536  .0000 

Residual 

1772.2448 

2583 

.6861 

Total 

4466.4780 

3447 

1.2958 

Grand  Mean 

4.1357 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


Reliability  Coefficients  4  items 

Alpha  =  .7688  Standardized  item  alpha  =  .7747 


RELIABILITY 

/VARIABLES=pc_emph  lcl_ldr  af_ldr 
/FORMAT=LABELS 

/SCALE  (ALPHA)  =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Organization:  Reliability 

Method  2  (covariance  matrix)  will  be  used  for  this  analysis 
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RELIABILITY  ANALYSIS 


SCALE 


(ALPHA) 


1. 

PC  EMPH 

q29 

Prim  Care  Emphasis  Sat 

2. 

LCL  LDR 

q31 

Local  Leadership  Sat 

3. 

AF_LDR 

q33  AF  Leadership 

Sat 

Mean 

Std  Dev 

Cases 

1. 

PC  EMPH 

4.2956 

1.4429 

1299.0 

2. 

LCL  LDR 

4.3341 

1.5129 

1299.0 

3. 

AF_LDR 

4.0139 

1.4497 

1299.0 

N  of  Cases 

= 

1299.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range 

Max/Min 

Variance 

4.2145 

4.0139 

4.3341 

.3202 

1.0798 

.0306 

Item-total 

Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

PC  EMPH 

8.3480 

7,1254 

.7164 

.5577 

.7677 

LCL  LDR 

8.3095 

6.4789 

.7736 

.6132 

.7086 

AF  LDR 

8.6297 

7.5939 

.6296 

.4059 

.8488 

Analysis  of  Variance 


Source  of  Variation 

Sum  of  Sq. 

DF 

Between  People 

6371.3246 

1298 

Within  People 

2109.3333 

2598 

Between  Measures 

79.4231 

Residual 

2029. 9102 

251 

Total 

8480.6579 

3896 

Grand  Mean 

4.2145 

Reliability  Coefficients  3  items 

Alpha  =  .8407 

Standardized 

item  ( 

Mean  Square 

4.9086 

.8119 

39.7116 

.7819 

2.1768 


F  Prob. 


50.7861  .0000 


RELIABILITY 

/VARIABLES=pc_e]nphx  lcl_ldrx  af_ldrx 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Change  in  Organization:  Reliability 


Pages 


RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1. 

2. 

3. 


PC_EMPHX 
LCL_LDRX 
AF  LDRX 


q30  Prim  Care  Emphasis  Sat  Change 
q32  Local  Leadership  Sat  Change 
q34  AF  Leadership  Sat  Change 

Mean  Std  Dev  Cases 


1. 

PC  EMPHX 

4.1735 

1.3245 

859.0 

2. 

LCL  LDRX 

4.0629 

1.2491 

859.0 

3. 

AF_LDRX 

3.8300 

1.2418 

859.0 

N  of  Cases 

859.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range 

Max/Min 

Variance 

4.0221 

3.8300 

4.1735 

.3434 

1.0897 

.0307 

Item-total 

Statistics 

Scale 

Mean 
if  Item 
Deleted 

Scale 
Variance 
if  Item 
Deleted 

Corrected 

Item- 

Total 

Correlation 

Squared 

Multiple 

Correlation 

Alpha 
if  Item 
Deleted 

PC  EMPHX 

7.8929 

4.9163 

.6957 

.5071 

.7379 

LCL  LDRX 

8.0035 

5.1037 

.7252 

.5353 

.7082 

AF  LDRX 

8.2363 

5.5933 

.6165 

.3828 

.8149 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

F  Prob . 

Between  People 

3076.4059 

858 

3.5856 

Within  People 

1143.3333 

1718 

.6655 

Between  Measures 

52.7939 

2 

26.3970 

41.5365  .0000 

Residual 

1090.5394 

1716 

.6355 

Total 

4219.7392 

2576 

1.6381 

Grand  Mean  4.0221 


Reliability  Coefficients  3  items 

Alpha  =  .8228  Standardized  item  alpha  =  .8229 


RELIABILITY 

/VARIABLES=waste  non__pc  tx_eff 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Efficiency:  Reliability 
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R  E  L 

I  A  B  I  L  I  T 

Y 

A  N  A  L  Y  S  I 

S  -  SC 

ALE  (ALPHA) 

1. 

WASTE 

q51 

Patient  Time  Mgmt  Sat 

2. 

NON  PC 

q53 

Time  Outside 

Pt  Care  Sat 

3. 

TX_EFF 

q55 

Treatment  Team  Efficiency 

Sat 

Mean 

Std  Dev 

Cases 

1. 

WASTE 

3.7266 

1.4281 

289.0 

2. 

NON  PC 

3.2042 

1.3552 

289.0 

3. 

TX_EFF 

4.1211 

1.3779 

289.0 

N  of  Cases  = 

289.0 

Item  Means  Mean 

Minimum 

Maximum 

Range  Max/Min 

Variance 

3.1 

6840 

3.2042 

4.1211 

.9170  1.2862 

.2116 

Item-total  Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

WASTE 

7.3253 

5.3036 

.5455 

.2989 

.5915 

NON  PC 

7.8478 

5.8309 

.4987 

.2488 

.  6492 

TX  EFF 

6.9308 

5.5716 

.5321 

.2855 

.6086 

Analysis  of  Variance 


Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

Between  People 

1049.4072 

288 

3.6438 

Within  People 

736.0000 

578 

1.2734 

Between  Measures 

122.2860 

2 

61.1430 

Residual 

613.7140 

576 

1.0655 

Total 

1785.4072 

866 

2.0617 

Grand  Mean 

3.6840 

Reliability  Coefficients  3  items 

Alpha  =  .7076  Standardized  item  alpha  =  .7074 


F  Prob. 


57.3857  .0000 


RELIABILITY 

/VARIABLES=wastex  non_pcx  tx_effx 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Change  In  Efficiency:  Reliability 
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RELIABILITY  ANALYSIS 


SCALE 


(ALPHA) 


1.  WASTEX  q52  Patient  Time  Mgmt  Sat  Change 

2.  NON_PCX  q54  Time  Outside  Pt  Care  Sat  Change 

3.  TX  EFFX  q56  Tx  Team  Efficiency  Sat  Change 


Mean 


Std  Dev 


Cases 


1 .  WASTEX 

4.1516 

1.1818 

244.0 

2 .  NON  PCX 

3.6230 

1.2428 

244.0 

3 .  TX_EFFX 

4.5000 

1.2652 

244.0 

N  of  Cases  = 

244.0 

Item  Means  Mean 

Minimum 

Maximum 

Range  Max /Min 

4.) 

D915 

3.6230 

4.5000 

.8770  1.2421 

Item-total  Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

if  Item 

if  Item 

Total 

Multiple 

Deleted 

Deleted 

Correlation 

Correlation 

WASTEX  8.1230 

4.5198 

.6084 

.3737 

NON  PCX  8.6516 

4.6395 

.5211 

.2747 

TX_EFFX  7.7746 

4.3564 

.5711 

.3402 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF  Mean  Square  F 

Between  People 

726.8675 

243 

2.9912 

Within  People 

472.0000 

488 

.9672 

Between  Measures 

95.1667 

2 

47.5833  61. 

Residual 

376.8333 

486 

.7754 

Total 

1198.8675 

731 

1.6400 

Grand  Mean 

4. 

0915 

Reliability  Coefficients 

3  items 

Alpha  =  ,7408 

Standardized 

item  alpha  = 

.7419 

RELIABILITY 

/VARIABLES=pophlth  time_pt  cont_cr  qual_pt 
/FORMAT=LABELS 

/SCALE  (ALPHA)  =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Quality  of  Care:  Reliability 


Variance 

.1950 


Alpha 
if  Item 
Deleted 

.6082 
.7078 
.  6497 


Prob. 


3680  .0000 
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RELIABILITY  ANALYSIS  -  SCALE  (ALPHA) 


1. 

POPHLTH 

q57 

Pop  Health 

Data  Sat 

2. 

TIME  PT 

q59 

Time  with  : 

Patient  Sat 

3. 

CONT  CR 

q61 

Continuity  of  Care  Sat 

4. 

QUAL_PT 

q63 

Quality  of 

Med  Care  Sat 

Mean 

Std  Dev 

Cases 

1. 

POPHLTH 

3.7743 

1.2774 

288.0 

2. 

TIME  PT 

3.4201 

1.4982 

288.0 

3. 

CONT  CR 

4.4063 

1.4111 

288.0 

4, 

QUAL_PT 

5.0347 

1.1976 

288.0 

N  of  Cases 

288.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range 

Max /Min 

Variance 

4.1589 

3.4201 

5.0347 

1.6146 

1.4721 

.5073 

Item-total 

Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

POPHLTH 

12.8611 

10.8796 

.3671 

.1482 

.7183 

TIME  PT 

13.2153 

9.2009 

.4577 

.2360 

,6755 

CONT  CR 

12.2292 

8.7557 

.5818 

.4073 

.5902 

QUAL  PT 

11.6007 

9.6762 

.6032 

.4278 

.5904 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

F  Prob. 

Between  People 

1119.6797 

287 

3.9013 

Within  People 

1414.2500 

864 

1.6369 

Between  Measures 

438.3151 

3 

146.1050 

128.8984  .0000 

Residual 

975.9349 

861 

1.1335 

Total 

2533.9297 

1151 

2.2015 

Grand  Mean 

4.1589 
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RELIABILITY 


ANALYSIS 


SCALE  (ALPHA) 


Reliability  Coefficients  4  items 

Alpha  =  .7095  Standardized  item  alpha  =  .7139 


RELIABILITY 

/VARIABLES=pophlthx  time_ptx  cont_crx  qual_ptx 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Change  in  Quality  of  Care;  Reliability 

*•»**★*  Method  2  (covariance  matrix)  will  be  used  for  this  analysis  ****** 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1. 

POPHLTHX 

q58 

Pop  Health 

Data  Sat  Change 

2. 

TIME  PTX 

q60 

Time  with 

Patient  Sat  Change 

3. 

CONT  CRX 

q62 

Continuity 

of  Care  Sat 

Change 

4. 

QUAL_PTX 

q64 

Quality  of 

Med  Care  Sat 

Change 

Mean 

Std  Dev 

Cases 

1. 

POPHLTHX 

4.2122 

.8985 

245.0 

2. 

TIME  PTX 

3.3061 

1.2546 

245.0 

3. 

CONT  CRX 

4.6082 

1.1707 

245.0 

4. 

QUAL  PTX 

4.3224 

1.0968 

245.0 

N  of  Cases  =  245.0 


Item  Means 

Mean 

Minimum 

Maximum 

Range 

Max/Min 

Variance 

4.1122 

3.3061 

4.6082 

1.3020 

1.3938  ' 

.3167 

Item-total 

Statistics 

Scale 

Mean 
if  Item 
Deleted 

Scale 
Variance 
if  Item 
Deleted 

Corrected 

Item- 

Total 

Correlation 

Squared 

Multiple 

Correlation 

Alpha 
if  Item 
Deleted 

POPHLTHX 

12.2367 

8.0667 

.3737 

.1425 

.7288 

TIME  PTX 

13.1429 

6.2705 

.4674 

.2456 

.  6913 

CONT  CRX 

11.8408 

6.1672 

.5579 

.3858 

.  6283 

QUAL  PTX 

12.1265 

6.0126 

.6629 

.4669 

.5641 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

F 

Prob . 

Between  People 

Within  People 

Between  Measures 
Residual 

Total 

657.6531 

784.0000 

232.7388 

551.2612 

1441.6531 

244 

735 

3 

732 

979 

2.6953 

1.0667 

77.5796 

.7531 

1.4726 

103.0152 

.0000 

Grand  Mean  4.1122 
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RELIABILITY 


ANALYSIS 


SCALE  (ALPHA) 


Reliability  Coefficients  4  items 

Alpha  =  .7206  Standardized  item  alpha  =  .7205 


RELIABILITY 

/VARIABLES=positn  separte 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Reliability 

★*★***  Method  2  (covariance  matrix)  will  be  used  for  this  analysis 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1.  POSITN 

q71 

Position  in 

Military  Sat 

2  •  SEPARTE 

q75 

Likelihood 

of  Seperation 

Mean 

Std  Dev 

Cases 

1.  POSITN 

4.1037 

1.6027 

1287.0 

2 .  SEPARTE 

4.0486 

2.2079 

1287.0 

N  of  Cases  = 

1287.0 

Item  Means  1 

Mean 

Minimum 

Maximum 

Range  Max/Min 

Variance 

4  . 

0761 

4.0486 

4.1037 

.0552  1.0136 

.0015 

Item-total  Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

POSITN  4.0486 

4.8750 

.4582 

.2099 

SEPARTE  4.1037 

2.5687 

.4582 

.2099 

• 

Analysis  of  Variance 


Source  of  Variation 

Sum  of  Sq. 

DP 

Mean  Square 

F 

Prob. 

Between  People 

6871.3254 

1286 

5.3432 

Within  People 

2703.2500 

1287 

2.1004 

Between  Measures 

1.9584 

1 

1.9584 

.9323  .3344 

Residual 

2701.2916 

1286 

2.1005 

Total 

9574.5754 

2573 

3.7212 

Grand  Mean  4.0761 


Reliability  Coefficients  2  items 

Alpha  =  .6069  Standardized  item  alpha  =  .6284 


RELIABILITY 

/VARIABLES=positnx  separtx2  repeat  friend 
/FORMAT=LABELS 

/SCALE (ALPHA) =ALL/MODEL=ALPHA 
/STATISTICS=DESCRIPTIVE  ANOVA 
/SUMMARY=TOTAL  MEANS  . 

Change  in  Overall  Satisfaction:  Reliability 

******  Method  2  (covariance  matrix)  will  be  used  for  this  analysis  ****** 
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RELIABILITY  ANALYSIS 


SCALE  (ALPHA) 


1. 

POSITNX 

q72 

Position  in 

Military  Sat 

Change 

2. 

SEPARTX2 

Change  in  Likelihood  of  Seperation,  Modi 

3. 

REPEAT 

q73 

Likelihood 

that  would  do 

again 

4. 

FRIEND 

q74 

Likelihood 

to  recommend 

to  friend 

Mean 

Std  Dev 

Cases 

1. 

POSITNX 

3.9308 

1.3358 

852.0 

2. 

SEPARTX2 

4.2383 

1.7555 

852.0 

3. 

REPEAT 

4.4032 

1.6866 

852.0 

4. 

FRIEND 

4.4143 

1.6852 

852.0 

N  of  Cases 

= 

852.0 

Item 

Means 

Mean 

Minimum 

Maximum 

Range  Max/Min 

Variance 

4.2466 

3.9308 

4.4143 

.4836  1.1230 

.0508 

Item-total 

Statistics 

Scale 

Scale 

Corrected 

Mean 

Variance 

Item- 

Squared 

Alpha 

if  Item 

if  Item 

Total 

Multiple 

if  Item 

Deleted 

Deleted 

Correlation 

Correlation 

Deleted 

POSITNX 

13.0558 

19.7598 

.6154 

.4124 

.8345 

SEPARTX2 

12.7482 

16.3452 

.6640 

.4547 

.8146 

REPEAT 

12.5833 

16.8127 

.6648 

.5247 

.8125 

FRIEND 

12.5722 

15.3382 

.8087 

.6662 

.7459 

Analysis  of  Variance 

Source  of  Variation 

Sum  of  Sq. 

DF 

Mean  Square 

F  Prob. 

Between  People 

6138.3987 

851 

7.2132 

Within  People 

2970.0625 

2556 

1.1620 

Between  Measures 

129.9075 

3 

43.3025 

38.9244  .0000 

Residual 

2840.1550 

2553 

1.1125 

Total 

9108.4612 

3407 

2.6735 

Grand  Mean  4.2466 
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RELIABILITY  ANALYSIS  -  SCALE  (ALPHA) 

Reliability  Coefficients  4  items 

Alpha  =  .8458  Standardized  item  alpha  =  .8473 
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Appendix  D 

MHS  Patient  Satisfaction  Survey 


RCSD04UiiW)*t« 

F»f*«s  FstKiaty  ?0(KI 


(K»ne  of  F3(^^  Coes  Here) 
^atne  of  Cfiiric  Goos  More) 


:i  -  Ufa:  Haifawal fl^Da^B^i;wpiowfBoll.  :;;i 

ia4$0«T, 

_ vmfhmm* 


1 .  Wt^  ma^i  yof #  on  ^daiiiEi  d  gi>K$  ^  «rf  hf^re^? 

O  CaPB  fcr  illness  or  Injury  where  you  M  you  ne^sfe^  to  see  a  ^tor  away  lar^snt  care) 

0  Rooijne  care  fcr  a  nonorgem  condfe 
i)  Weil  patis^  vlsii  lor  prover*l'ie  car®  (dmkup) 

<>  S|)(5clj%  cm,  f©li0f?al  visit 

2.  D«l  (nanso  d  providfef  her'e}  or  prov^r  ymi? 


O  (Name  of  provlrfer  900s  h^} 

0  Qlhcf  Pra'*^  (please  keep  dial  person  in  kwk^  as  you  cos^ctc  this  questionnaire} 


3.  Thinking  about  pm  vi$it  w  (daio  of  ap^t4m«<«r  900$  bero),  bow  moW  you  rale 
by^Mof|PHt}!tfid«r9o*shtr»}a<id9u»siafroftiM  Poor  Fair  Gnort  Vr^ryQxKl 

$  fi^4k^.s^$arjdi:rxjlnv/6lwveniov(itr  b^  O  O  O  O  O 

k  H<w  niur^^  yols  av^o  hy  O  (>  O  0  O 

i  Hi?wvf?^^hncartin>etyiX#?ieo^  O  O  0  O  0 

j.  dv$r?«qijo8tiyoitb&cort>ortd§o^^  <>  O  O  0  O 

p«ellf)llf!}y  I%pb3»y  Prpbaihly  Minil^y 

IskK  Ym  Yo^ 

i  WwildyiHfmrmvsjor^irifirtHirif  pr?>^orpe.5  h<HO)b^  O  O  O  0 

5,  Ccif^fete!^/  V^ry  Sane^  DwsaJisliwI  Veiy 

^  rwf^^Hed  Sari^^  Sia&liifd 

^iiedciniic9B<Hih6re)ri^  0  0  0  0  0  0  0 


6,  How  roany  rfeys  mJB  there  befwe^  die  diay  your  »3ppo»iilmenr  was  and  the  ifey  ytsu  saw  (n^me  of  goes  here)T 

0  Samedlay  04 '/days  OMor^rfisniOdays 

O  }  4sty  o  S  U  days  O I  dki  not  have  an  appoinbnem  mr  i  'Walked  W  lo  ftue  ct^  RH)  10  Q?l) 

0  2'3da}5  0T5  30da>*s 

7.  flow  W6Cfefy0«i?  rate  lfK^r«3fntMir(^dii)'Sbc«w^  Very  Good 

rriacleardJdwdayyinismv 


t  Htw/lor^g  did  yofj  wait  for  (mme  d  pfo^^e?  0oes  here)  past  your 

O  OModwalt  OtS  30nt5tjcs  04S  #§rni«^5 

O  r  “1 5  ni^s  Q  3  ?  -  4^  Rw^f^es.  O  More  than  fiO  itHnite 


ODBSItSO 


I 


goe^hero)? 

ms: 

a.  lim  d  malfr^  tfsls  appciiiit»rsem  by  ptwfw 


Fair 

O  O 


Poor  ¥m  GiKJd  VeryCrjorj 

0  O  O  0  o 


c.  Tbeppogjessofotefawi^  <>  t) 

t1.  Thi?^^iR9  about  i!f«!^5V»fmn;/o«  haw 
liof  w  fO?  n?e^fk;5»i  wiformatfem  w  bow 

vw»jM  you  mt}  ^he  JisfHjm  of  f»rR‘  ^  look  t^niK  por te  P«of 

reHirn  yoiif  call?  O 


\feryi5o(xl 

O 


Net 

Applica^ 

o  o 


f#  Good?  Good  E»Ant  Aj#cabio 

o  o  o  o  o 
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Appendix  E 

SPSS  Output  -  Productivity  Analysis 


FREQUENCIES 

VARIABLES=procl_d_b  prod_d_a  prod_d_x  prod_w_b  prod_w_a  prod_w_x  maxprod 
en_rat_b  en_rat_a  en_rat_x 
/NTILES=  10 

/STATISTICS=STDDEV  RANGE  MINIMUM  MAXIMUM  MEAN  MEDIAN  SKEWNESS  SESKEW 
/ORDER=  ANALYSIS  . 

Frequencies 


Statistics 


Daily 

Productivity. 

1999 

Daily 

Productivity, 

2000 

Daily 

Productivity, 

Change 

N  Valid 

1324 

1339 

1324 

Missing 

19 

4 

19 

Mean 

14.998 

19.352 

4.3245 

Median 

14.000 

19.000 

4.0000 

Std.  Deviation 

4.290 

3.819 

3.5652 

Skewness 

1.216 

.572 

.210 

Std.  Error  of  Skewness 

.067 

.067 

.067 

Range 

25.3 

23.0 

21.00 

Minimum 

6.8 

12.0 

-6.50 

Maximum 

32.1 

35.0 

14.50 

Percentiles  10 

11.000 

15.000 

.0000 

20 

12.000 

16.000 

2.0000 

30 

12.900 

17.000 

2.3000 

40 

13.000 

17.600 

50 

14.000 

19.000 

60 

15.000 

70 

16.000 

21.000 

6.0000 

80 

18.000 

22.000 

7.0000 

90 

25.000 

9-4000 

Statistics 


Weekly 

Productivity, 

1999 

Weekly 

Productivity, 

2000 

Weekly 

Productivity, 

Change 

Extra 

Possible 

Productivity 

N  Valid 

234 

268 

232 

252 

Missing 

1109 

1075 

1111 

1091 

Mean 

92.951 

112.110 

19.6336 

36.12 

Median 

95.000 

115.000 

20.0000 

25.00 

Std.  Deviation 

24.415 

27.337 

19.9183 

37.22 

Skewness 

-.212 

-.279 

.904 

2.913 

Std.  Error  of  Skewness 

.159 

.149 

.160 

.153 

Range 

158.0 

197.0 

146.00 

300 

Minimum 

17.0 

23.0 

-36.00 

0 

Maximum 

175.0 

220.0 

110.00 

300 

Percentiles  10 

61.500 

80.000 

.0000 

5.00 

20 

75.000 

100.000 

.0000 

10.00 

30 

80.000 

100.000 

10.0000 

15.00 

40 

88:ooo 

110.000 

15.0000 

20.00 

50 

95.000 

115.000 

20.0000 

25.00 

60 

100.000 

120.000 

25.0000 

30.00 

70 

100.000 

125.000 

25.0000 

45.50 

80 

110.000 

125.000 

32.0000 

50.00 

90 

Page  1 


Statistics 


Enrollees/Pro 
vider,  1999 

Enrollees/Pro 
vider,  2000 

Enrollees/Provi 
der,  Change 

N  Valid 

1343 

1343 

1343 

Missing 

0 

0 

0 

Mean 

978.81624 

1301.87843 

323.06219 

Median 

963.66667 

1269.00000 

255.33333 

Std.  Deviation 

424.74208 

365.08866 

284.12730 

Skewness 

2.522 

2.823 

.749 

Std.  Error  of  Skewness 

.067 

.067 

.067 

Range 

3987.500 

3750.000 

1245.667 

Minimum 

.000 

250.000 

-81.000 

Maximum 

3987.500 

4000.000 

1164.667 

Percentiles  10 

461.50000 

924.00000 

.00000 

20 

709.62500 

1068.00000 

64.12500 

30 

816.25000 

1164.66667 

150.00000 

40 

929.00000 

1227.50000 

192.60000 

50 

963.66667 

1269.00000 

255.33333 

60 

1050.00000 

1375.00000 

347.50000 

70 

1166.66667 

1450.00000 

449.00000 

80 

1250.00000 

1500.00000 

596.28571 

90 

1350.00000 

1571.66667 

_ 7Q7,Q0QSP 

Appendix  F 

SPSS  Output  -  The  Effect  of  Nursing  Support  on  Overall  Staff  Satisfaction 


UNIANOVA 

positn  BY  nurse 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PLOT  =  PROFILE {  nurse  ) 

/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  nurse  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

1/2  Nurse  per  0 
Provider?  1 

292 

974 

Descriptive  Statistics 


Dependent  Variable:  q71  Position  in  Military  Sat 


1/2  Nurse  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

3.837 

1.710 

292 

1 

4.217 

1.553 

974 

Total 

4.129 

1-598 

1266 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  q71  Position  in  Military  Sat 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

32.321® 

1 

32.321 

12.775 

.000 

Intercept 

14572.269 

1 

14572.269 

5759,982 

.000 

NURSE 

32.321 

1 

32.321 

12.775 

.000 

Error 

3197.814 

1264 

2.530 

Total 

24815.250 

1266 

Corrected  Total 

3230.134 

1265 

a.  R  Squared  =  .010  (Adjusted  R  Squared  =  .009) 


Profile  Plots 


Appendix  G 

SPSS  Output  -  The  Effect  of  Gender  on  the  Change  in  Overall  Staff  Satisfaction 


UNIANOVA 

satsftnx  BY  gender 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA(.05) 

/DESIGN  =  gender  . 

Gender,  All  Staff:  Univariate  Analysis  of  Variance 


Between-Subjects  Factors 


N 

gender  0 

1 

731 

542 

Descriptive  Statistics 

Dependent  Variable:  Overall  Change  in  Satisfaction 


qender 

Mean 

Std. 

Deviation 

N 

0 

4.43143 

1.35232 

731 

1 

4.17089 

1.37543 

542 

Total 

4.32050 

1.36775 

1273 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  Overall  Change  in  Satisfaction 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Siq. 

Corrected  Model 

21.126® 

1 

21.126 

11.385 

.001 

Intercept 

23031.376 

1 

23031.376 

12411.864 

.000 

GENDER 

21.126 

1 

21.126 

11.385 

.001 

Error 

2358.459 

1271 

1.856 

Total 

26142.351 

1273 

Corrected  Total 

2379.586. 

1272 

a.  R  Squared  =  .009  (Adjusted  R  Squared  =  .008) 


Appendix  H 

SPSS  Output  -  The  Effect  of  Type  of  Employee  on  Overall  Provider  Satisfaction 


ONIANOVA 

positn  BY  wrkr_typ 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PLOT  =  PROFILE (  wrkr_typ  ) 

/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA{.05) 

/DESIGN  =  wrkr_typ  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

Type  of  1 

3 

employee  2 

2 

3 

4 

4 

173 

Descriptive  Statistics 


Dependent  Variable:  q71  Position  in  Miiitary  Sat 


Type  of  employee 

Mean 

Std. 

Deviation 

N 

1 

5.000 

2.000 

3 

2 

6.500 

.707 

2 

3 

3.250 

1.708 

4 

4 

3.705 

1.521 

173 

Total 

3.747 

1.553 

182 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  q71  Position  in  Military  Sat 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

21.158® 

3 

7.053 

3.023 

.031 

Intercept 

312.726 

1 

312.726 

134.064 

.000 

WRKR_TYP 

21.158 

3 

7.053 

3.023 

.031 

Error 

415.215 

178 

2.333 

Total 

2992.000 

182 

Corrected  Total 

436.374 

181 

a.  R  Squared  =  .048  (Adjusted  R  Squared  =  .032) 


Profile  Plots 


Appendix  I 

SPSS  Output  -  The  Impact  of  Administration  Support,  USUHS  Graduation,  and 
Additional  Rooms  on  Overall  Physician  Satisfaction 


ONIANOVA 

positn  BY  aclia_tech 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  adin_tech  . 

Univariate  Anaiysis  of  Variance 

Between-Subjects  Factors 


N 

1  AT  per  Provider?  0 

1 

105 

_ 22- 

Descriptive  Statistics 


Dependent  Variable:  q71  Position  in  Military  Sat 


1  AT  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

3.419 

1.561 

105 

1 

4.062 

1.487 

80 

Total 

3.697 

1.559. 

185 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  q71  Position  in  Military  Sat 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

.sja; _ 

Corrected  Model 

18.799® 

1 

18.799 

8.033 

.005 

Intercept 

2541.502 

1 

2541.502 

1086.037 

.000 

ADM_TECH 

18.799 

1 

18.799 

8.033 

.005 

Error 

428.249 

183 

2.340 

Total 

2976.000 

185 

Corrected  Total 

447.049 

184 

a.  R  Squared  =  .042  (Adjusted  R  Squared  =  .037) 


UNIANOVA 

positn  BY  usuhs 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA{.05) 

/DESIGN  =  usuhs  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

USUHS  Graduate?  0 

1 

169 

_ 12_ 

Descriptive  Statistics 

Dependent  Variable:  q71  Position  in  Military  Sat 


USUHS  Graduate? 

Mean 

Std. 

Deviation 

N 

0 

3.710 

1.579 

169 

1 

4.053 

1.393 

19 

Total 

3.745 

1.561 

_ m. 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  q71  Position  in  Military  Sat 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

2.004® 

1 

2.004 

.822 

.366 

Intercept 

1029.217 

1 

1029.217 

421.903 

.000 

USUHS 

2.004 

1 

2.004 

.822 

.366 

Error 

453.740 

186 

2.439 

Total 

3092.000 

188 

Corrected  Total 

455.745 

_ 15Z_ 

a.  R  Squared  =  .004  (Adjusted  R  Squared  =  -.001) 


UNIANOVA 

positn  BY  xtra_rms 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  xtra_rms  . 

Univariate  Anaiysis  of  Variance 

Between-Subjects  Factors 


N 

Additional  0 
rooms?  1 

111 

_ S£- 

Descriptive  Statistics 

Dependent  Variable;  q71  Position  in  Military  Sat 


Additional  rooms? 

Mean 

Std. 

Deviation 

N 

0 

3.523 

1.513 

111 

1 

3.985 

1.574 

66 

Total 

3.695 

_ 1.548 

_ IZL. 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  q71  Position  in  Military  Sat 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

8.847^ 

1 

8.847 

3.752 

.054 

Intercept 

2332.756 

1 

2332.756 

989.226 

.000 

XTRA_RMS 

8.847 

1 

8.847 

3.752 

.054 

Error 

412.679 

175 

2.358 

Total 

2838.000 

177 

Corrected  Total 

421.525 

176 

a.  R  Squared  =  .021  (Adjusted  R  Squared  =  .015) 


Appendix  J 

SPSS  Output  -  The  Effect  of  Dictation  Support  on  Physician  Change  in  Satisfaction 


UNIANOVA 

satsftnx  BY  dictat_a 
/METHOD  =  SSTYPE(3) 

/INTERCEPT  =  INCLUDE 
/PLOT  =  PROFILE!  clictat_a  ) 

/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  dictat  a  . 

t  — 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

Dictation  Support,  .0 

2000  1.0 

147 

_ 6L. 

Descriptive  Statistics 


Dependent  Variable:  Overall  Change  in  Satisfaction 


Dictation  Support,  2000 

Mean 

Std. 

Deviation 

N 

.0 

4.16043 

1.16451 

147 

1.0 

4.12405 

1.53221 

44 

Total 

4.15205  _ 

125443 

_ m. 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  Overall  Change  in  Satisfaction 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

4.481  E-02® 

1 

4.481  E-02 

.028 

.867 

Intercept 

2324.168 

1 

2324.168 

1469.433 

.000 

DICTAT_A 

4.481E-02 

1 

4.481  E-02 

.028 

.867 

Error 

298.937 

189 

1.582 

Total 

3591.731 

191 

Corrected  Total 

298.982_ 

190 

a.  R  Squared  =  .000  (Adjusted  R  Squared  =  -.005) 


Appendix  K 

SPSS  Output  -  The  Effect  of  Administrative  Technician  and  Medical  Technician 
Support  on  Physician  Change  in  Satisfaction 


UNIANOVA 

satsftnx  BY  adin_tech 
/METHOD  =  SSTYPE(3) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  adm_tech  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

1  AT  per  Provider?  0 

1 

106 

_ SJ_ 

Descriptive  Statistics 


Dependent  Variable:  Overall  Change  in  Satisfaction 


1  AT  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

3.80936 

1.20079 

106 

1 

4.56481 

1.20963 

81 

Total 

4.13659 

1-25865 

187 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  Overall  Change  In  Satisfaction 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

26.204® 

1 

26.204 

18.058 

.000 

Intercept 

3219.829 

1 

3219.829 

2218.879 

.000 

ADM_TECH 

26.204 

1 

26.204 

18.058 

.000 

Error 

268.455 

185 

1.451 

Total 

3494.481 

187 

Corrected  Total 

294.659, 

186 

a.  R  Squared  =  .089  (Adjusted  R  Squared  =  .084) 


UNIANOVA 

satsftnx  BY  med_tech 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  ined_tech  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

2  MTs  per  0 
Provider?  1 

85 

102 

Descriptive  Statistics 


Dependent  Variable:  Overall  Change  in  Satisfaction 


2  MTs  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

3.83431 

1.21461 

85 

1 

4.39338 

1.24621 

102 

Total 

4.13926_ 

1-25995 

187 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  Overall  Change  in  Satisfaction 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

. .sia _ 

Corrected  Model 

14.491® 

1 

14.491 

9.548 

.002 

Intercept 

3138.586 

1 

3138.586 

2067.950 

.000 

MED_TECH 

14.491 

1 

14.491 

9.548 

.002 

Error 

280.780 

185 

1.518 

Total 

3499.231 

187 

Corrected  Total 

295.271 

186 

a.  R  Squared  =  .049  (Adjusted  R  Squared  =  .044) 


Appendix  L 

SPSS  Output  -  The  Effect  of  MAJCOM  on  Physician  Desire  to  Remain  in  the 

Military 


UNIANOVA 

separte  BY  majcom 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PLOT  =  PROFILE (  majcom  ) 

/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  majcom  . 

Univariate  Analysis  of  Variance 


Between-Subjects  Factors 


N 

MAJCOM  1 

28 

2 

41 

3 

34 

4 

6 

5 

7 

6 

32 

7 

17 

8 

1 

9 

_ 

Descriptive  Statistics 


Dependent  Variable:  q75  Likelihood  of  Seperation 


MAJCOM 

Mean 

Std. 

Deviation 

N 

1 

2.286 

1.782 

28 

2 

2.341 

2.020 

41 

3 

2.676 

1.683 

34 

4 

2.667 

1.862 

5 

2.714 

1.496 

6 

2.656 

2.089 

7 

3.412 

2.373 

8 

9 

3.333 

1.455 

Total 

2.679 

Tests  of  Between-Subjects  Effects 


Dependent  Variable:  q75  Likelihood  of  Seperation 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

^9^ _ 

Corrected  Model 

27.608® 

8 

3.451 

.952 

.475 

Intercept 

440.532 

1 

440.532 

121.507 

.000 

MAJCOM 

27.608 

8 

3.451 

.952 

.475 

Error 

634.473 

175 

3.626 

Total 

1983.000 

184 

Corrected  Total 

662.082 

183 

a.  R  Squared  =  .042  (Adjusted  R  Squared  =  -.002) 


Profiie  Plots 


Estimated  Marginal  Means 


Appendix  M 

SPSS  Output  -  The  Effect  of  Gender  on  Satisfaction  with  the  Workload 


UNIANOVA 

pace  BY  gender 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  gender  . 

Univariate  Anaiysis  of  Variance 

Between-Subjects  Factors 


N 

gender  0 

1 

740 

549 

Descriptive  Statistics 


Dependent  Variable;  q3  Pace  of  Work  Sat 


qender 

Mean 

Std. 

Deviation 

N 

0 

3.775 

1.539 

740 

1 

3.780 

1.566 

549 

Total 

3.777 

1.550 

1289 

Tests  of  Between-Subjects  Effects 


Dependent  Variable;  q3  Pace  of  Work  Sat 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

6.667E-03® 

1 

6.667E-03 

.003 

.958 

Intercept 

17987.633 

1 

17987.633 

7479.545 

.000 

GENDER 

6.667E-03 

1 

6.667E-03 

.003 

.958 

Error 

3095.119 

1287 

2.405 

Total 

21483.250 

1289 

Corrected  Total 

3095.126 

1288 

a.  R  Squared  =  .000  (Adjusted  R  Squared  =  -.001) 


UNIANOVA 

wk_load  BY  gender 
/METHOD  =  SSTYPE(3) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  gender  . 

Univariate  Analysis  of  Variance 


Between-Subjects  Factors 


N 

gender  0 

1 

741 

550 

Descriptive  Statistics 


Dependent  Variable:  Overall  Sat  Workload 


qender 

Mean 

Std. 

Deviation 

N 

0 

3.99359 

1.37449 

741 

1 

3.99545 

1.45906 

550 

Total 

3.99438 

141058 

1291 

Tests  of  Between>SubJects  Effects 


Dependent  Variable;  Overall  Sat  Workload 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

SIg. 

Corrected  Model 

1.098E-03® 

1 

1.098E-03 

.001 

.981 

Intercept 

20148.574 

1 

20148.574 

10118.361 

.000 

GENDER 

1.098E-03 

1 

1.098E-03 

.001 

.981 

Error 

2566.771 

1289 

1.991 

Total 

23164.813 

1291 

Corrected  Total 

2566.772 

_ 122Q- 

a.  R  Squared  =  .000  (Adjusted  R  Squared  =  -.001) 


Appendix  N 

SPSS  Output  -  The  Effect  of  Gender  on  Hours  Worked  per  Week 


ONIANOVA 

wrkwk_a  BY  gender 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA(.05) 

/DESIGN  =  gender  . 

Univariate  Anaiysis  of  Variance 

Between-Subjects  Factors 


N 

gender  0 

1 

608 

489 

Descriptive  Statistics 

Dependent  Variable:  Hours  workedAveek,  2000 


gender 

Mean 

Std. 

Deviation 

N 

0 

47.099 

7.098 

608 

1 

49.011 

8.266 

489 

Total 

47.951 

_ LSa£_ 

_ 1Q2Z_ 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  Hours  worked/week,  2000 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig._ 

Corrected  Model 

991.288« 

1 

991.288 

16.981 

.000 

Intercept 

2503474.032 

1 

2503474.032 

42884.700 

.000 

GENDER 

991.288 

1 

991.288 

16.981 

.000 

Error 

63922.660 

1095 

58.377 

Total 

2587273.353 

1097 

Corrected  Total 

64913.948 

_ lj22£_ 

a.  R  Squared  =  .015  (Adjusted  R  Squared  =  .014) 


UNIANOVA 

leisure  BY  gender 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  gender  . 

Univariate  Anaiysis  of  Variance 

Between-Subjects  Factors 


N 

gender  0 

1 

738 

549 

Descriptive  Statistics 
Dependent  Variable:  q1  Leisure  Time  Sat 


gender 

Mean 

Std. 

Deviation 

N 

0 

4.234 

1.595 

738 

1 

4.226 

1.674 

549 

Totai 

_ 4.231.- 

1-628 

_ 12S2L 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  q1  Leisure  Time  Sat 


Source 

Type  III  Sum 
or  Squares 

df 

Mean  Square 

F 

Sig._ 

Corrected  Model 

2.302E-02® 

1 

2.302E-02 

.009 

.926 

Intercept 

22533.046 

1 

22533.046 

8490.100 

.000 

GENDER 

2.302E-02 

1 

2.302E-02 

.009 

.926 

Error 

3410.439 

1285 

2.654 

Total 

26447.000 

1287 

Corrected  Total 

3410.462 

_ 12SS_ 

a.  R  Squared  =  .000  (Adjusted  R  Squared  =  -.001) 


Appendix  O 

Written  Comments  on  Staff  Satisfaction  Surveys 


Appendix  O 

Written  Comments  from  Staff  Satisfaction  Surveys 
OVERALL  PCO  COMMENTS 


Negative  - 

E7,  Med  Tech  -  “I  realize  that  cost  effectiveness  was  probably  at  the  heart  of  the  new 
directives.  What  I  would  have  done  differently  is  to  have  improved  the  facilities  and 
increased  manning  prior  to  making  PCO  implementation  a  mandate.  What  we  have  now 
is  organizational  charts  that  look  like  they  will  work,  but  in  reality  cannot  function.” 

E5,  Med  tech  -  “True  optimization  is  not  possible  in  the  military  without  extra  manning. 
We  do  so  many  things  that  are  not  done  in  the  civilian  world.  PRP  record  reviews,  EPRs, 
mobility,  readiness,  and  details  all  pull  support  staff  from  our  number  one  mission,  taking 
care  of  patients.” 

E7,  Med  tech  -  “I’ve  never  wanted  to  retire  more  than  1  do  now!  Some  things  are  great 
about  PCO,  but  there  are  many  things  that  are  not  thought  out. 

02,  Nurse  -  “I  love  being  a  part  of  the  Air  Force.  I  have  always  thought  I  would  stay  in 
for  30  years.  Yet,  because  ofPCO  I  am  doubting  my  determination.  If,  in  my  next 
assignment,  I  am  only  offered  a  job  on  a  PCO  team  I  will  separate.” . 

03,  Nurse  -  “PCO  has  turned  me  into  a  paper  pusher.  I  cannot  wait  to  leave.  I  would  not 
advise  any  nurse  to  consider  joining  the  Air  Force.” 

03,  Physician  -  “PCO  is  nothing  new  -  we  did  it  in  the  civilian  world  for  years,  but  in 
the  civilian  world,  techs  are  adequately  trained  and  not  pulled  for  non-medical  tasks.  The 
medical  support  staff  work  at  a  much  higher  level  of  competence  in  the  civilian  world. 
The  inefficiencies  of  our  clinic  are  not  PCOs  fault,  but  so  far  in  the  implementation  of  the 
program  I  haven’t  seen  much  change.” 

03,  Nurse  -  “I  had  expected  to  stay  in  the  military  20  years.  Now  I’m  counting  the  days 
until  I  can  get  out.  If  I  was  used  effectively  in  the  clinic,  if  I  made  a  difference,  I  would 
stay  in.” 

03,  Physician  -  “I’m  at _ .  I  am  the  only  adult  PCM  that  has  been  “optimized”. 

Even  though  I’m  optimized  on  paper,  the  reality  of  the  situation  here  is  that  my  support 
staff  does  not  meet  the  model.  Technically,  I  have  2  techs,  14  nurse  and  1  admin  tech 
assigned  to  me  as  a  team,  but  the  other  three  providers  who  share  the  same  work  space 
have  to  share  nurse,  2  techs  and  no  admin  tech  among  themselves.  In  reality,  the  1 
nurse,  four  med  techs  and  1  admin  tech  work  together  to  support  all  three  doctors  just  like 
they  did  before  optimization.  Optimization  is  a  smoke  screen. .  .no  real  changes.” 


03,  Physician  -  “Right  now  PCO  is  great!  We  have  additional  support  staff  and  are 
seeing  patients  more  efficiently.  Unfortunately,  things  will  soon  change.  Because  of 
PCO  enrollment  standards  I  am  losing  my  partner  and  I  will  need  to  care  for  the  2100 
enrollees  by  myself.  My  administrative  load  will  double  and  ray  patient  care  load  will 
double.  I’m  glad  I  only  have  one  more  year.  Had  I  continued  to  have  a  partner  I 
probably  would  have  stayed  in  the  military,  but  not  now. .  .I’m  out  of  here!” 

Contractor,  HCI  —  “I  doubt  that  my  position  would  exist  if  we  didn’t  have  PCO.  I 
support  the  concept,  but  we’ve  not  been  given  the  support  we  need  to  make  it  work  as 
well  as  it  should.” 

05,  GPM  -  “The  biggest  gap  in  PCO  is  the  lack  of  officer  and  NCO  leadership  in  each 
optimized  clinic.  The  second  biggest  gap  is  the  lack  of  resources  to  do  the  job  well. 
Administrative  personnel  staffing  was  imderestimated  in  the  original  model.” 

03,  PA  -  “I  don’t  like  cattle  call  medicine.” 

03,  Physician  -  “PCO  is  a  good  concept,  but  we  are  enrolling  at  too  high  a  level.  I’m  so 
busy  taking  care  of  my  1500  patients  that  I  am  getting  burned  out.  I  don’t  get  paid 
enough  for  this.  Good-bye.” 

04,  Nurse  Practitioner  -  “PCO  is  a  great  concept  but  we  do  not  have  the  resources  to  do 
it  correctly.” 

GSl  1,  Nurse  -  “Good  plan,  but  several  items  were  not  factored  into  the  plan.  Exercises, 
deployments,  other  duties,  minor  surgery,  illness,  vacation  all  put  a  burdon  on 
maintaining  patient  load.” 

03,  Nurse  -  “The  workload  is  incredible  and  the  patients  can  be  exhausting  and 
frustrating.” 

01,  PA  -  “The  concept  of  optimization  is  a  good  one,  but  the  implementation  has  been 
poor.  It  is  driven  by  metrics  forcing  productivity  before  enabling  productivity  with 
increased  support.” 

GSl  I,  Nurse  -  “Optimization  is  a  good  concept,  has  great  opportunity.  Unfortunately, 
with  AF  duties,  staff  is  continuously  pulled  for  other  duties  (TOY,  readiness,  training). 
Our  teams  are  never  fully  staffed  and  those  left  have  great  difficulty  keeping  the  concept 
working.” 

04,  Nurse  -  “I  have  always  embraced  change  -  never  ran  fi'om  challenges  -  but  too  many 
things  are  changing  without  thinking  the  process  through.  Our  voices  are  not  being 
heard.” 

02,  PA  —  “No  real  changes  seen  except  for  more  meetings  to  talk  about  it  and  a 
requirement  to  see  25  patients  per  day.” 


03,  Physician  -  “Optimization  is  negative  here  because  we  are  forced  to  meet 
productivity  standards  without  really  being  optimized.  Optimization  on  paper  is 
depressing  for  all  involved.  I  hope  it  is  really  working  somewhere.  It  is  a  nice  idea.” 

04,  Nurse  Practitioner  -  “I  enjoyed  the  autonomy  and  direct  patient  contact  of  being  a 
nurse  practitioner  that  is  why  I  did  not  pursue  the  administration  track.  Now  with  PCO 
the  most  important  issue  is  metrics.  Medical  readiness  is  declining  because  we  focus  all 
of  our  time  on  patient  care.  If  I  had  wanted  to  work  in  an  HMO I  would  not  have  joined 
the  Air  Force.” 

GS9,  Nurse  —  “Need  more  staff  if  this  is  to  work.  Please  hurry! !” 

03,  Physician  -  “Undermanned  and  overworked  but  still  expected  to  make  quota  - 
morale  horrible  -  and  no  one  cares.  I  will  likely  leave  the  Air  Force  because  of  treatment 
like  that!!” 

03,  GPM  -  “PCO  is  a  great  concept,  but  it  does  not  account  for  the  mobility  mission  in 
addition  to  all  the  programs  needed  to  be  sustained  for  PCO  to  be  effective  as  a 
healthcare  model.  The  military  is  not  equipped  to  be  an  integrated  delivery  system  over  a 
sustained  period  of  time.” 

E6,  Med  tech  -  “Love  the  concept,  reality  need  a  lot  of  work.” 

03,  Physician  -  “I  have  an  8  year  obligation.  If  I  have  any  chance  to  get  out  earlier,  I 
will  immediately  take  it.” 

04,  Physician  -  “The  problem  with  PCO  is  that  we  are  working  our  people  too  hard.  I’m 
not  sure  if  the  manpower  model  is  accurate.  We  are  working  at  a  pace  that  is  not 
sustainable,  and  there  is  no  light  at  the  end  of  the  tunnel.  Just  more  staff  cuts,  more 
programs  to  implement  and  no  time  to  do  it.” 

04,  Physician  -  “PCO  is  a  great  idea  if  manned  full-time.  PCO  members  should  be  off- 
limits  for  bay  orderly  and  other  duties  assignable  to  non-PCO  personnel. 

03,  Physician  -  “PCO  can  work  if  a  provider  actually  has  the  support  staff  that  is  needed. 
At  our  base  military  duties,  leave,  low  manning,  training,  etc  all  reduce  support 
dramatically.  This  in  turn  forces  the  provider  to  run  faster  and  longer  to  keep  up  with  the 
comprehensive  demands  of  PCO.” 

03,  Physician  -  “Demanding  doctors  do  mindless  administrative  tasks  will  drive  the  ones 
who  are  good  at  patient  care  out  of  the  military  and  retain  the  mediocre  ones.” 

E4,  Admin  Tech  -  “I  did  not  join  the  military  to  be  a  secretary” 


GS4,  Med  Tech  -  “Other  people  in  the  clinic  treat  us  bad  at  times.  They  think  we  have  it 
easy  because  we  have  ‘extra’  manpower.  We  usually  do  not  have  a  full  team.  We 
frequently  support  other  providers.” 

03,  Nurse  -  “Optimization  could  work,  but  technicians  are  being  pulled  almost  daily 
because  other  parts  of  the  clinic  are  short  of  staff.” 

E6,  Med  tech  -  “When  the  PCO  SAV  team  makes  comments  that,  as  an  NCOIC  my  job 
is  essentially  an  “additional  duty”  and  that  what  I’ve  been  doing  in  the  past  will  simply 
go  away  seems  to  devalue  my  worth  to  the  medical  corps.” 

04,  NP  -  “The  concept  of  PCO  is  excellent,  however,  it  is  hampered  by  the  inability  to 
maintain  trained  staff  members.  Balancing  military,  clinical  and  administrative  duties  is 
almost  impossible.” 

E3,  Admin  Tech  -  “I  would  like  to  stay  in  the  Air  Force,  but  would  like  to  leave  PCO.  I 
spent  15  months  in  medical  records  eind  I  feel  like  I’m  back  where  I  started,” 

E5,  Medical  Technician  -  “Overall,  PCO  is  a  great  idea  and  looks  fantastic  on  paper  but 
the  reality  of  it  is  not  as  rosy.  We  need  support  from  above  to  keep  our  people  from 
getting  pulled  from  us  so  much  so  that  the  PCO  concepts  can  be  properly  implemented. 
Until  that  time  we  have  rough  waters  ahead.” 

03,  Nurse  -  “PCO  is  a  good  idea,  but  we  were  forced  to  implement  it  without  adequate 
resources!  I” 

04,  Physician  -  “I  am  not  unhappy  with  PCO  per  se  but  rather  the  competing  demands. 
We  need  to  optimize  but  CPO  must  be  taken  in  conjunction  with  other  responsibilities, 
medical  readiness,  PHA,  training,  CME,  etc.  etc.  Right  now  I  get  the  feeling  that  primary 
care  providers  are  viewed  as  resources  to  be  used  up  -  exploited.  I  predict  that  retention 
is  going  to  be  a  huge  problem  in  the  AFMS.  I  am  not  at  all  unhappy  with  the  local 
leadership.  We  are  doing  the  best  we  can.  The  vision  at  the  Air  Force  SG  level  needs  to 
be  more  realistic.” 

04,  Physician  -  “While  the  team  concept  is  an  improvement,  my  stress  levels  and 
inability  to  exercise  during  the  day  and  my  longer  hours  drive  my  decision  to  leave  the 
Air  Force.” 

04,  Physician  -  “On  paper  PCO  is  every  doctor’s  dream  practice.  In  reality  we  are  being 
asked  to  do  more  with  less.  I  feel  like  a  factory  worker  with  a  quota.  Each  month  I  must 
see  525  patients  if  I  work  one  day  or  30  days.” 

04,  Physician  -  “PCO  is  an  excellent  way  to  improve  quality  for  patient  care.  It  helps 
me  provide  care  more  efficiently  when  it  is  done  appropriately.” 


03,  Nurse  -  “I  feel  that  PCO  has  made  a  positive  change  for  both  patient  care  and 
military  job  satisfaction,” 

E6,  Med  tech  —  “PCO  has  given  us  the  spark  to  do  better  by  being  more  efficient  at  what 
we  do.  I  love  the  PCO  concept.” 

03,  Physician  -  “Overall  PCO  is  a  definite  improvement  in  efficiency  and  support  to  me 
as  a  provider.  Thanks.” 

03,  Physician  -  “Better  efficiency  and  support.  Thanks.” 

E3,  Med  tech  —  “PCO  is  much  better  organized  than  the  old  system!” 

04,  Physician  -  “In  regards  to  patient  care,  continuity,  the  family  practice  concept,  etc, 
PCO  is  great!  The  problem  is,  we  are  trying  to  enroll  too  many  patients  to  our  panels.” 

03,  Nurse  -  “I  really  think  that  once  the  dust  settles  PCO  will  be  a  great  experience.  It 
will  provide  the  means  to  accomplish  quality  patient  care.  Starting  the  training  from  the 
bottom  up  was  right,  but  maybe  should  have  been  reinforced  to  the  local  medical 
leadership” 

GS4,  Med  Tech  —  “Working  with  the  team  is  overall  great.  I  really  enjoy  working  as  a 
team.” 

E5,  Admin  Tech  -  “  I  live  the  idea  of  “PCO”.  I  have  never  been  more  challenged  in  my 
AF  career. 

01,  PA  -  “Being  relatively  new  to  the  field,  I  have  had  the  opportunity  to  talk  to  my 
classmates  and  note  that  those  involved  in  an  optimized  clinic  are  much  happier.  They 
have  a  greater  degree  of  job  satisfaction  and  self  worth  provided  the  optimization  is  done 
correctly  and  that  there  is  adequate  support  staffing.” 

04,  Physician  -  “We  are  on  the  right  track.  We  just  need  to  stay  the  course,  work  through 
the  adjustments,  and  stay  focused.” 


AUTONOMY 


Negative  - 

01,  PA  -  “I  do  not  like  the  pharmacy  restrictions  that  they  put  on  the  PAs  here.” 

04,  Physician  -  “This  25  pt/day,  21  days/month  is  an  unattainable  goal  but  we  are 
pressured  to  try  to  meet  the  goal.  Never  can,  never  will.” 

04,  Physician  -  “To  make  any  change  in  my  schedule  under  PCO  is  like  pulling  teeth. 
Unlike  every  other  officer  in  the  military,  1  have  no  control  over  what  I  can  accomplish 
on  a  work  day.” 

03,  Nurse  -  “I  feel  trapped!  I  I  see  something  that  could  be  improved  and  everyone’s 
first  answer  is  no.  We  have  one  purpose  -  to  push  patients  in  and  get  them  out!  Who 
cares  if  we  can’t  fix  their  problem!?” 

E4,  Med  tech  -  “The  changes  that  our  team  tries  to  make  are  never 
implemented. .  .probably  shot  down  at  the  squadron  commander  level.” 

E4,  Med  tech  -  “It’s  very  hard  to  make  changes  in  the  work  schedule.  One  tech  has  to  be 
with  the  physician  at  all  times.  This  is  something  hard  to  do  when  you  take  into  account 
leaves,  TDYs,  training,  bay  orderly,  and  other  military  needs  not  associated  with  the 
clinic.” 

E5  Med  tech  -  “Before  PCO  I  was  able  to  take  leave  at  the  drop  of  a  hat  because  other 
team  members  were  able  to  cover  for  me.  Now  I  have  to  request  leave  one  year  in 
advance  and  if  anything  comes  up,  like  a  school  play  for  my  child,  SORRY! !  This  is  the 
reason  I  will  separate  from  the  Air  Force  after  9  years  active  duty.” 

04,  Physician  -  “25  patients  per  day  is  a  sacred  cow.  Because  our  schedules  are  often  so 
far  ahead  (6  weeks),  it  is  nearly  impossible  to  change  templates  to  meet  seasonal 
demands  when  required.  It  is  also  difficult  when  I  need  to  schedule  time  off  for 
appointments  of  my  own.” 

E5,  Admin  Tech  —  “I  feel  that  the  4As  are  completely  at  the  mercy  of  the  4Ns  and  we 
need  a  4A  chain  of  command.” 

04,  Nurse  Practitioner  -  “The  providers  seem  to  have  no  say  in  initiating  PCO  changes 
despite  our  complaints.  We  are  told  by  the  element  leader/NCOIC  that  we  do  not  have 
enough  manpower.” 

E3,  Med  tech  -  “No  one  listens  to  our  ideas.  They  are  rejected  so  frequently  that  we  quit 
trying  to  find  better  ways  to  do  things.” 

GS5,  Med  Tech  -  “Nobody  asks  for  our  input  or  listens  when  we  make  suggestions.” 


04,  Physician  -  It  is  sometimes  difficult  to  provide  the  best  medical  care  for  my  patients 
because  of  restrictions  on  pharmaceuticals.” 

01,  PA  -  “I  do  not  like  the  pharmacy  restrictions  that  they  put  on  the  PAs  here.” 

04,  Physician  -  “This  25  pt/day,  21  days/month  is  an  unattainable  goal  but  we  are 
pressured  to  try  to  meet  the  goal.  Never  can,  never  will.” 

04,  Physician  -  “To  make  any  change  in  my  schedule  under  PCO  is  like  pulling  teeth. 
Unlike  every  other  officer  in  the  military,  I  have  no  control  over  what  I  can  accomplish 
on  a  work  day.” 

Positive  - 

E3,  Med  tech  —  “Everyone  is  pretty  good  at  adjusting  the  schedule  if  necessary.” 

E5,  Admin  Tech  -  “I  have  the  ability  to  suggest  and  make  changes.  I  feel  empowered. 


COMPENSATION 


Negative  - 

03,  Nurse  -  “I  think  it  will  be  difficult  to  be  promoted  from  this  position.  When  I  am 
taking  care  of  patients  1 0  hours  per  day  it  is  difficult  to  find  time  for  additional  duties, 
career  advancing  courses ...” 

05,  NP  -  “I  wish  that  my  promotion  was  based  on  my  ability  to  provide  excellent  patient 
care.  Unfortunately  it  rests  on  completion  of  Air  War  College  and  holding  leadership 
positions.  PCO  makes  it  very  difficult  to  attend  AWC  (seminars  in  the  afternoon  when 
I’m  finishing  up  my  patient  care)  and  limits  the  amount  of  time  I  have  for 
administration/leadership.” 

GS6,  Admin  Tech  -  “When  PCO  came  on  I  was  told  that  my  job  description  would 
change  and  that  I  would  be  upgraded.  That  was  almost  a  year  ago.  Noting  has 
happened,  and  nothing  is  in  the  works.  There  is  no  promotion  opportunity  here. .  .no  one 
has  time.” 

03,  Physician  -  “The  technicians  have  difficulty  earning  “bullets”  for  their  EPRs  in  order 
to  compete  for  promotion.  They  are  completely  tied  to  their  jobs  and  do  not  have  time 
for  extra  duties.  These  are  the  things  that  meike  them  look  good  on  the  EPRs  and  will 
probably  result  in  them  being  promoted  at  a  lower  rate  than  their  cohorts.” 

E4,  Admin  tech  -  “I  am  underpaid  for  the  level  of  work  I  perform.  The  officers  in  the 
clinic  will  bypass  the  master  sergeant  over  me  and  come  right  to  me  with 
questions/needs.  I  get  recognized  for  all  of  my  efforts,  but  promotion  is  still  slow.” 

E5,  Med  Tech  -  “Longer  work  hours,  same  pay,  no  overtime,  additional  costs  for  child 
care...” 

04,  Nurse  Practitioner  -  “As  a  nurse  practitioner,  the  PCO  concept  will  not  aid  in  my 
prospects  for  promotion.  I  must  see  an  average  of  25  patients  per  day,  this  leaves  little 
time  for  anything  else.  My  priority  as  a  PCO  provider  is  patient  care,  but  that  is  not 
enough  to  get  selected  for  promotion.” 

03,  Nurse  -  “I  am  working  50-60  hours  per  week  without  overtime  pay.” 

E5,  Med  tech  -  “Give  all  personnel  incentive  pay  and  not  just  first  term  airmen.” 

E6,  Med  tech  -  “Pay  is  not  enough  for  the  demands  of  PCO.  We  are  doing  more  and 
more  and  don’t  see  any  monetary  gain.” 

03,  Nurse  -  “Very  little  individual  recognition.” 


03,  Physician  -  “Although  we  get  bonuses,  we  are  required  to  pay  our  own  license  fees, 
board  exam  fees,  DEA  registration,  AAFP  membership  dues,  etc.  That  would  all  be  paid 
in  private  practice.  Thousands  of  dollars  of  my  own  money.” 

04,  Physician  -  “The  PCO  team  members  are,  I  believe,  the  hardest  working  members  of 
the  Medical  Group.  The  amount  of  recognition  given  is  not  equal  to  what  we  do.  Part  of 
that  is  because  PCO  does  not  allow  time  for  additional  duties  -  things  that  are  needed  on 
OPRs  and  for  awards.” 

GS9,  Nurse  -  “No  opportunity  for  advancement,  dead  end.” 

04,  Physician  -  “Very  dissatisfied  with  extra  work  required  of  us  to  be  promoted. 

Doctors  should  not  have  to  attend  same  schools  as  the  line  officers  in  order  to  get 
promoted.  We  need  to  study  and  take  courses  to  maintain  ovir  professional  credentials.” 

E4,  Med  Tech  -  “My  unit  needs  to  work  on  giving  awards  to  more  people,  or  at  least 
recognizing  a  job  well  done.” 

E4,  Med  Tech  -  “Doing  triple  the  work  for  the  same — ^below  poverty  level  pay.” 

03,  Nurse  -  “Phone  triage  is  a  disappointing  dead  end  to  a  nurse’s  career.” 

03,  Physician  -  “I  have  less  time  to  spend  in  extra  duties,  innovations,  and  leadership. 

All  of  my  time  is  spent  taking  care  of  patients.  I  think  this  decreases  my  opportunities  for 
promotion.” 

E4,  Admin  Tech  -  “My  supervisor  is  so  busy  with  patient  care  that  I  am  not  put  in  for 
awards  that  I  could  probably  win.  More  work,  less  recognition.” 

03,  Physician  -  “Physicians  are  unlikely  to  stay  in  the  military  in  this  type  of 
environment.  No  one  seems  to  be  concerned  about  this  fact.” 

04,  Physician  -  “I  work  too  many  hours  for  the  pay.” 

04,  physician  -  “Providers  are  never  recognized  for  providing  quality  continuous  care  for 
our  patients.  Awards  are  probably  not  needed,  but  a  thank-you  from  the  local  medical 
leadership  would  be  nice.” 

E6,  Med  tech  -  “Losing  a  title  such  as  NCOIC  means  a  lot.  As  a  “team  leader”  I  lose 
standing  among  other  AF  NCOs  and  my  possibility  for  promotion  is  diminished.” 

Med  Tech  Contractor  -  “As  contracted  personnel  we  don’t  get  recognized  for  annual 
civilian  awards  like  the  GS  employees.  That  needs  to  change.” 

E4,  Med  Tech  -  “More  work  without  extra  pay.” 


04,  Physician  -  “Still  necessary  to  do  additional  duties  to  get  promoted,  only  the  time  to 
do  them  starts  at  1 700  after  a  9  hour  day.” 

04,  Physician  -  “What  you  need  to  realize  is  that  family  practitioners  could  make  more 
money  on  the  outside.  What  draws  us  to  the  military  is  comraderie  and  lifestyle  (family 
time).  For  me,  the  lifestyle  is  what  counts.  Working  65-75  hours  per  week  with  5  minute 
lunch  hours  is  not  a  “retainable”  situation” 

04,  Physician  -  “I  work  like  a  civilian  doc  and  get  paid  a  whole  lot  less.” 

Positive 


GS9,  Nurse  -  “Management  is  looking  into  upgrading  us.  I  believe  that  management 
appreciates  the  job  we  do.  They  recognize  us  which  increases  morale.” 


TREATMENT  TEAM  EFFICIENCY 


Negative  - 

03,  Nurse  -  “The  requirement  to  see  25  patients  per  day  goes  against  good  principles  of 
managed  care.  If  we  manage  our  patients  well  we  may  take  care  of  many  of  their  needs 
without  them  needing  to  see  a  provider.  The  25  patients  per  day  metric  encourages  us  to 
herd  them  in.” 

03,  Nurse  -  “Overemphasis  on  getting  “been  coimts”  for  every  patient  encounter.  I  can’t 
even  talk  to  a  patient  without  feeling  pressure  to  write  everything  down  so  “someone”  is 
given  credit.” 

04,  Physician  -  “We  have  a  very  effective  nurse  triage  system,  which,  when  implemented 
diminished  the  number  of  actual  booked  appointments  by  30  to  35%.  But  this  “looked 
bad”  on  productivity  reports  because  of  the  ancient  metric  of  ’25  visits  per  day’.  There  is 
pressure  to  ease  off  of  triage  in  order  to  increase  booked  appointments  again.  Does  not 
pass  the  common  sense  test!  My  Docs  are  seeing  an  average  of  19  to  20  patients  per  day. 
Our  access  is  terrific,  and  our  customer  service  numbers  put  us  as  one  of  the  top  20  in 
DOD.  Now  that’s  productivity.  We  need  to  drop  the  pressure  on  the  25/day  metric  and 
focus  on  quality,  access  and  patient  satisfaction  for  our  productivity  measure.” 

04,  NP  -  “There  is  too  much  focus  on  #  of  patients  seen  by  providers  and  not  enough 
focus  on  demand  management,  wellness,  and  access.” 

03,  Physician  -  “I  am  deeply  disappointed  with  how  inefficient  military  medicine  is.  My 
recruiter  greatly  misrepresented  reality.” 

03,  Physician  -  “We  are  cranking  out  bean  counts,  but  what  do  they  mean?  When  I  see  a 
complicated  patient  and  take  30  to  40  minutes  for  a  complete  evaluation  and  workup  it 
counts  the  same  as  a  routine  ear  infection.  I’m  incentivised  to  refer  all  of  the  complicated 
patients  downtown  and  just  keep  the  healthy  children.  Preventive  care  is  also  suffering. 

It  takes  time  and  is  not  counted  unless  the  patient  makes  another  appointment.” 

Contractor,  Physician  -  “TRICARE  is  not  user  friendly.  They  need  to  have  a  POC  that  I 
can  call  when  I  need  to  find  a  lost  consult.  Instead  I  call  the  1-800  number  and  wait.  I 
am  frustrated  with  trying  to  help  my  patients  through  the  TRICARE  system.” 

03,  Nurse  -  “We  take  care  of  an  older,  retired  population.  The  providers  always  run 
behind  because  they  are  not  able  to  take  care  of  everything  in  1 5  minutes.  Most  patients 
come  in  with  at  least  2  complaints.  They  are  furious  when  told  they  need  to  pick  one 
problem  and  make  another  appointment  to  discuss  the  other  problem.” 

03,  Physician  -  “We  certainly  see  more  patients  each  day,  but  I  doubt  that  it  is  because 
of  increased  efficiency,  it  is  because  we  work  longer  hours  than  we  used  to.” 


03,  Physician  -  “Much  of  my  day  is  taken  up  doing  things  that  civilians  would  not  have 
to  do  when  caring  for  their  empanelled  patients.  EPRs,  OPRs,  exceptional  family 
member  clearance,  and  drug  utilization  studies  definitely  detract  from  my  ability  to  see 
patients  and  follow-up  with  them  in  a  timely  manner.” 

E4,  Med  tech  -  “We  need  to  educate  our  patients  on  how  to  manage  their  own  colds.  We 
waste  so  much  time  seeing  stuff  that  I  never  went  to  the  doctor  for  when  I  was  a  kid.” 

04,  Nurse  -  “PCO  does  not  have  any  extra  manning  to  cover  for  leaves,  TDYs,  military 
taskings,  and  training.  We  usually  only  have  4  of  the  5  team  members  available  for  duty. 
Sometimes  only  3  of  us  are  available. 

02,  PA  -  “We  need  to  minimize  the  amoimt  of  time  that  the  providers  have  to  work  with 
a  suboptimized  team.  We  cannot  continue  to  work  at  optimized  levels  of  production  with 
suboptimized  teams.” 

GS6,  Nurse  -  “At  this  facility  we  do  not  have  nurse  triage  until  central  appointments  have 
filled  all  of  the  appointments,  including  the  same  day  appointments.  After  this  we  are  left 
with  what  to  do  with  patients  who  really  need  to  be  seen.  It  takes  a  tremendous  amount 
ofwork  on  our  part  to  squeeze  them  in  with  the  provider.  This  needs  to  change.  We 
should  control  all  of  the  same  day  appointments!” 

GS9,  Nurse  -  “We  should  charge  a  small  fee  for  outpatient  visits.  The  military  personnel 
want  to  see  a  provider  for  all  of  their  complaints,  no  matter  how  small,  and  they  do  not 
want  to  pay  for  OTC  meds.  We  could  release  some  of  the  nurses  from  nurse  triage  and 
allow  them  to  support  their  provider  if  they  did  not  have  to  do  so  much  telephone  triage.” 

GS9,  Nurse  -  “We  are  more  efficient,  but  at  what  cost?  I  think  it  would  be  better  to  see 
less  patients  and  do  a  great  job  than  to  run  them  in  and  out  like  cattle.  As  it  has  gotten 
harder  to  see  a  provider,  the  patients  have  gotten  more  demanding,  many  are  rude.  I 
think  we  are  enrolling  too  many  patients  to  each  provider.” 

E3,  Med  tech  -  “Central  appointments  is  confusing  and  stressful  for  patients.  They  can’t 
get  through  to  the  appointment  clerk,  and  then  are  scheduled  with  the  wrong  provider.” 

03,  Nurse  -  “The  focus  on  patient  counts  causes  providers  to  provide  care  less 
efficiently.  Frequently  all  that  a  patient  needs  to  take  care  of  his  problem  is  a  telephone 
consult,  however,  telephone  consults  are  not  counted  as  a  patient  visit.  Many  providers 
waste  the  patient’s  and  the  staffs  time  by  having  the  patient  come  in  to  be  seen  so  that 
they  can  get  ‘credit’  for  the  visit.” 

03,  Nurse  -  “Our  family  practice  clinic  is  ‘optimized’,  but  the  support  staff  have  so  many 
additional  duties  (immunizations,  readiness,  etc)  that  we  are  still  short  the  support  staff 
that  we  need  to  maximize  our  efficiencies.” 


04,  Nurse  Practitioner  -  “As  a  PCO  we  are  in  essence  an  “HMO”  under  TRICARE. 
Therefore  we  are  responsible  for  our  patients  24  hours  per  day.  That  is  very  difficult  with 
the  military  readiness,  exercises,  and  other  training  that  takes  us  away  from  patient  care.” 

04,  Nurse  Practitioner  -  “The  nurses  do  an  outstanding  job  with  triage  and  patient 
education,  yet  we  still  have  a  large  number  of  patients  who  come  in  for  simple  colds  and 
other  things  that  could  be  managed  at  home.” 

E3,  Med  tech  -  “Scheduling  is  a  nightmare.  Providers  sometimes  schedule  one  patient 
for  an  hour,  but  then  finish  in  20  minutes.  Patients  are  always  needing  more 
appointments.” 

04,  Nurse  -  “25  patients  per  day  is  a  ridiculous  metric!  In  order  to  meet  that  standard  we 
insist  that  each  appointment  be  limited  to  one  complaint.  It  is  incredibly  annoying  to  the 
patient  and  the  staff  to  have  to  schedule  separate  visits  for  xmrelated  problems.” 

04,  Nurse  practitioner  -  “Medical  techs  are  tasked  to  do  non  patient  care  duties  (bay 
orderly).  This  disrupts  the  flow  of  work  in  the  team  and  makes  the  rest  of  the  team  work 
longer  and  harder.  The  appointment  clerks  also  need  to  be  better  trained  to  schedule 
patients  into  an  appropriate  time  slot  with  their  provider.” 

04,  Physician  -  “We  do  not  have  enough  administrative  techs.  Our  personnel  who 
should  be  providing  medical  care  have  to  cover  the  front  desk,  answer  the  telephone,  and 
check  people  in.” 

04  PA  —  “KG- ADS  takes  extra  time  to  input  the  diagnosis.  This  makes  me  less 
efficient.” 

03,  Nurse  -  “Taking  care  of  patients  with  acute  illnesses  when  all  appointments  are  filled 
is  a  real  problem.  It  takes  seven  different  interpersonal  interactions  to  make  it  happen  in 
our  ‘optimized’  clinic.” 

03,  Physician  —  “How  many  private  medical  practices  would  require  their  providers  to  do 
chart  reviews,  develop  disease  management  strategies,  accomplishing  credentialing,  ect, 
ect,  without  time  off  to  do  the  extra  duties?” 

03,  Physician  -  “Our  record  system  is  very  poor.  A  dictation  service  and  computerized 
records  would  greatly  decrease  our  workload.” 

03,  Physician  -  “Military  physicians  need  dictation  systems!  Civilians  would  laugh  at 
the  hours  we  spend  writing  illegible  long-hand  notes.  This  would  boost  productivity  and 
improve  documentation.” 

03,  Physician  -  “We  need  a  dictation  service,  not  voice  recognition  software.” 


03,  Physician  -  “If  we  want  to  generate  accurate  data  on  patient  care  we  need  to  pay  for 
professional  coders.  MDs  and  untrained  techs  will  not  give  an  accurate  reflection  of  the 
level  of  care  that  a  patient  receives.  These  inaccuracies  make  us  look  bad.” 

E6,  Med  tech  -  “There  is  no  way  to  account  for  the  excessive  number  of  walk-ins  that  we 
see.  Why  bother  calling  for  an  appointment?  Just  show  up  and  get  walked  in.” 

03,  Nurse  -  “Central  appointments  is  a  nightmare.  Patients  are  not  assigned  to  correct 
PCMs.” 

E3,  Admin  Tech  -  “Patients  wait  up  to  one  hour  and  frequently  only  need  a  medication 
refill.” 

03,  Nurse  -  “With  ‘open  access’  since  health  care  is  free,  patients  want  appointments  for 
every  little  thing  same  day.  This  puts  HUGE  demands  on  patient  education  and 
encourages  dependency  rather  than  encouraging  responsibility  for  their  own  health  care.” 

04,  Physician  -  “My  administrative  workload  impacts  on  my  ability  to  care  for  patients. 
OPRs,  ADS,  PRP,  chart  reviews,  JCAHO,  OIs,  charting...” 

04,  Physician  -  “My  patients  waste  time  in  the  waiting  room  because  of  the  number  of 
walk-ins  that  we  have  to  squeeze  between  scheduled  patients.” 


FACILITY/EQUIPMENT 


Negative  - 

03,  Physician  -  “We  store  all  our  medical  records  in  the  room  we  used  to  use  for 
screening.  Now  we  screen  our  patients  in  the  waiting  room.  Poor  for  patient  privacy, 
very  unprofessional.” 

Contractor  -  Physician  -  We  had  to  change  locations  to  get  more  exam  rooms.  Now  our 
clinic  is  split  into  several  areas  and  the  flow  of  patients  has  been  disrupted.  Each  day  a 
patient  complains  that  they  don’t  like  our  new  location.” 

E5,  Med  Tech  -  “The  check  in  is  the  bottle  neck  of  patient  flow  in  the  clinic.  We  need 
more  rooms  to  check  in  patients  or  equipment  to  allow  us  to  check  in  patients  in  theexam 
rooms.” 

Contractor,  HCI  -  “This  clinic  is  cursed  with  a  very  inefficient  layout.  Medical  supply 
has  been  decentralized,  because  of  this  we  frequently  run  out  of  basic  items.  The  person 
who  used  to  monitor  such  things  and  order  in  advance  is  now  a  member  of  one  of  the 
teams.” 

05,  GPM  -  Our  facility  is  the  oldest  in  the  Air  Force.  The  layout  of  the  clinics  is  grossly 
inefficient.  Equipment  that  was  needed  to  improve  the  efficiency  of  the  teams  was 
requested  last  year,  but  was  not  purchased  -  not  enough  money.  We  are  still  waiting  on 
the  equipment  this  year. . .” 

04,  Nurse  -  “The  team  members  offices  and  work  spaces  are  not  collocated.” 

E4,  Admin  tech  -  “Administrative  persoimel  do  not  have  a  computer  or  a  work  center  or 
a  desk.  Hard  to  feel  like  a  part  of  the  team  in  these  circumstances.” 

E5,  Admin  tech  -  “The  physical  layout  is  not  conductive  to  a  PCO.  In  order  to  make 
PCO  work  like  it  should,  the  records  should  be  in  the  clinic,  without  which  the  PCO 
should  be  discarded.” 

03  Nurse  -  “Exam  rooms  are  small,  should  be  larger.  The  providers  and  support  staff  are 
separated  in  the  clinic  layout  making  it  difficult  for  them  to  work  together.  This  brand 
new  clinic  was  not  designed  with  PCO  in  mind.” 

03,  Nurse  -  “We  have  a  brand  new  facility,  but  it  was  not  built  with  the  PCO  team  in 
mind.” 

03,  Nurse  -  “Our  supply  is  terrible.  We  are  always  out  of  something  and  the  individual 
in  charge  of  supply  never  restocks  the  rooms  correctly.” 


GS13,  GPM  -  “There  is  a  definite  need  for  a  building  update  to  go  with  the  PCO  concept. 
The  building  is  old  and  designed  for  different  purposes. 

E3,  Med  Tech  -  “We  need  more  screening  rooms.  That  is  the  bottleneck  in  this  clinic.” 

03,  Physician  -  “We  do  not  have  dedicated  offices  or  exam  rooms.  I  feel  like  a 
transient.” 

04,  Physician  -  “The  supply  system  is  not  tracked  and  no  one  takes  responsibility  for 
procuring  necessary  supplies.” 

04,  PA  -  “Providers  rooms  too  far  from  exam  rooms,  computers  not  up  in  each  exam 
room.  Will  improve  when  construction  is  finished.  PCO  implementation  too  fast  and 
remodeling  too  slow.” 

04,  Physician  -  “Currently  PCMs  have  two  exam  rooms  each.  However,  we  have  extra 
providers  that  don’t  have  any  exam  rooms.  They  frequently  share  our  two  exam  rooms.  I 
feel  like  we  are  playing  a  shell  game.  We  tell  the  senior  leaders  what  they  want  to  hear, 
but  in  reality  it  is  business  as  usual.” 

E4,  Med  Tech  -  “Our  clinic  is  affectionately  known  as  ‘McGyverville’  because  we  have 
to  rig  everything  up  for  treatments.” 

E4,  Admin  Tech  -  “We  do  not  have  the  space  to  work  comfortably  or  effectively.  We 
have  too  many  people  sharing  a  very  small  space.” 

03,  Nurse  -  “We  are  still  working  to  get  the  phone  system  up  to  standard  so  that  triage 
can  be  accomplished  effectively.” 

E6,  Med  tech  -  “We  need  the  physical  structure  to  support  PCO.  We  are  trying  to  put  the 
cart  before  the  horse.” 

03,  Nurse  -  We  have  2  exam  rooms  per  provider,  but  no  room  for  the  nonproviders.  We 
share  offices,  desks  and  bookcases.  Space  is  a  major  concern! 

04,  Nurse  Practitioner  -  “We  need  more  treatment  rooms.” 

E4,  Admin  Tech  -  “We  need  our  own  record  room  in  our  clinic  to  reduce  the  time  spent 
going  back  and  forth.” 

E5,  Admin  Tech  -  “I  am  the  only  4A0  in  the  Primary  Care  Flight.  Another  MSgt  is 
supposed  to  be  assigned,  but  he  is  never  here.  I  don’t  have  a  desk  of  my  own,  no  place  to 
store  my  things  and  to  retreat  to  at  lunch  time.  The  front  desk  is  where  I  normally  do  my 
work. 

E3,  Admin  Tech  -  “The  records  section  is  not  large  enough.” 


03,  Nurse  -  “The  layout  cannot  really  be  changed  and  is  not  conductive  to  teamwork. 
Nurses/techs  need  to  be  located  near  doc  and  his  treatment  rooms.” 

Positive  - 

03,  Physician  -  “Expanding  our  number  of  exam  rooms  was  a  great  move,  but  it  was 
accomplished  without  the  supplies  and  equipment  necessary  to  fully  utilize  the  rooms.” 


ORGANIZATION/LEADERSHIP 


Negative  - 

E7,  Med  Tech  -  “This  plan  denigrates  the  senior  enlisted  corps.  I’m  back  to  doing  what  I 
was  doing  20  years  ago.” 

02,  PA  -  “Our  medical  leadership  doesn’t  really  care  about  patient  care.  They  just  want 
to  get  themselves  promoted.” 

03,  Physician  -  “There  is  a  great  interest  in  numbers,  but  a  refusal  to  count  all  of  our 
workload  or  to  provide  the  appropriate  support.” 

E5,  Med  Tech  -  “The  senior  medical  leadership  of  the  Air  Force  is  enacting  a  policy  that 
they  have  never  lived.  They  should  have  tested  the  concept  before  implementing  it 
throughout  the  Air  Force.” 

03,  Provider  -  “The  local  medical  leadership  communicate  very  little  with  us.  They 
seem  to  have  very  little  appreciation  for  how  hard  we  work.” 

Medical  Tech  -  “Group  senior  leadership  are  putting  too  many  tasks  on  medical 
technicians  creating  an  extremely  stressfiil  environment.  Many  people  are  leaving  the 
military  because  of  these  stressors.” 

05,  NP  -  “It  is  truly  frustrating  when  we  are  told  to  do  more  with  less,  I  don’t  blame  the 
local  medical  leadership,  they  do  not  have  the  personnel  to  adequately  staff  us.” 

Contractor,  HCI  -  “Many  aspects  of  PCO  were  not  well  thought  out  at  the  senior  medical 
leadership  level.” 

GS6,  Admin  Tech  -  The  Air  Force  Leadership  seems  to  change  what  was  said  at  the  PCO 
conference.  What  we  are  doing  here  at  the  base  is  very  different  than  we  were  told  it 
would  be.” 

GS9,  Nurse  -  “We  work  harder  than  any  other  section  of  the  group,  but  we  are  the  last  to 
receive  support  from  the  local  medical  leadership.  Immunizations  is  out  of  hide,  no  extra 
manning.  PHA  was  accomplished  by  8  full-time  support  staff,  caring  for  80  patients  per 
day,  it  is  now  the  responsibility  of  our  ‘optimized’  team  -  no  extra  manning.  Referrals 
were  done  at  managed  care.  Now  they  are  done  here  -  no  extra  manning.  Something  has 
to  give!” 

02,  Nurse  -  “PCO  as  espoused  by  the  Air  Force  medical  leadership  is  idealistic  and  is 
sometimes  not  practical  for  the  best  (or  most  efficient)  medical  care.  The  senior 
leadership  needs  to  give  some  latitude  to  accommodate  local  MTFs. 


04,  Physician  -  “I  do  not  feel  that  the  Air  Force  leadership  is  listening  to  feed  back  from 
those  of  us  who  are  in  the  trenches.  The  biggest  example  of  that  is  the  absolute  insistence 
on  1500  enrollees  per  provider  even  when  statistics  prove  this  impossible.” 

03,  Nurse  Practitioner  -  “Too  much  emphasis  on  meeting  access  standards  with  little 
consideration  to  much  else.” 

04,  Nurse  -  “What  is  the  senior  Air  Force  medical  leadership  doing  to  the  nurse  corps? 
There  should  be  one  entry  level  for  nursing,  the  BSN.  They  plan  to  modify  our  force 
structure  and  the  training  of  our  personnel  without  our  input.” 

03,  Physician  -  “The  people  in  command  care  little  about  us,  the  workers.  All  they  care 
about  is  25  patients  per  day.” 

04  -  Nurse  practitioner  -  “The  nurse  corps  has  been  demoralized  by  the  Air  Force 
Medical  Leadership.” 

04,  Physician  -  “The  clinic  commander  micromanages  our  operations.” 

03  GPM  -  “The  local  leadership  put  a  lot  of  money  into  improving  the  administrative 
areas  of  the  facility  and  we  still  are  struggling  with  a  lack  of  patient  care  rooms.” 

03,  Nurse  -  “The  Air  Force  medical  leadership  won’t  listen  when  we  tell  them  what  we 
need  to  staff  our  clinic  even  though  we  are  the  “benchmark”  for  PCO.” 

04,  Physician  -  “The  Air  Force  medical  leadership  do  not  understand  the  implications  of 
their  mandates.  They  do  not  understand  that  PCO  is  not  sustainable  as  it  currently  is 
outlined.” 

04,  Group  Practice  Manager  -  “The  Air  Force  medical  leadership  needs  to  make  a 
choice,  readiness  or  access.  If  we  need  to  provider  care  for  these  people  with  this  small 
team  we  should  not  be  called  for  special  assignments  and  deployments.” 

03,  Physician  -  “Very  frustrating  to  have  results  demanded  before  resources  are  provided 
to  meet  the  results.  I  am  forced  to  meet  productivity  goals  without  enough  nurses,  med 
techs,  dictation  system,  or  coders.” 

03,  HCI  -  “Commanders  need  to  know  that  the  HCI  role  is  not  an  additional  duty!” 


05,  Operations  Squadron  Commander  -  “We  do  not  have  enough  support  staff  to  fully 
optimize  all  of  oiu  providers.  We  are  told  to  optimize  2  or  3  providers  out  of  the  8 
providers  that  work  side  by  side  in  the  clinic.  The  only  way  that  we  can  optimize  these 
providers  is  to  suboptimize  our  other  providers  even  further.  If  we  direct  the  technicians 
and  nurses  on  the  optimized  teams  to  only  support  their  providers  we  lose  teamwork  in 
the  clinic  and  staff  morale  suffers.  I  caimot  tolerate  this,  but  I  can’t  stand  the  heat  from 
MAJCOM  to  not  optimize  a  few  teams.  Therefore,  on  paper  it  looks  like  we  have 
optimized  two  teams,  but  in  reality  it  is  business  as  usual,  only  now  we  whip  the  staff  to 
see  more  patients.” 

03,  Nurse  -  “I  don’t  feel  much  support  from  the  local  leadership.  They  say  that  PCO  is  a 
priority,  but  they  take  our  techs  to  augment  transportation,  security,  immunizations, 
honor  guard,  etc.” 

03,  Nurse  -  “The  local  leadership  expects  too  much — ^too  many  taskings — ^not  enough 
time  and  resources!” 

04,  Physician  -  “The  Air  Force  SG  is  out  of  touch.  He  has  never  had  to  slug  it  out  in  a 
primary  care  clinic,  much  less  with  PCO.” 

04,  Physician  -  “The  local  medical  leadership  was  slow  to  restructure  manpower  to 
increase  support  to  the  teams,  but  quick  to  demand  an  increase  in  productivity  to  25/day.” 

04,  Physician  -  “A  grand  plan  to  get  rid  of  MDs  with  one  stroke  of  the  pen  making  a 
1500:1  ratio  which  doesn’t  take  into  account  that  military  people  use  the  health  care 
system  three  times  as  often  as  civilians.  Now  they  get  rid  of  more  MDs  by  bringing  in 
50%  physician  assistants  thus  doubling  the  call  workload  by  the  MD  with  another  pen 
stroke.” 

Positive  - 

E6,  Med  Tech  -  “Squadron  and  group  commanders  go  the  extra  mile  for  their  troops. 
Their  motto  is  ‘taking  care  of  those  who  care’.” 

E5,  Admin  tech  -  “We  are  fortunate  to  have  good  leadership.  The  4Ns  and  nurses  try  to 
understand  our  struggles.  I  hope  that  this  will  continue  with  future  leaders.” 

04,  Physician  -  “Recent  change  in  MTF  commander  and  SGH  is  resulting  in  more 
support  for  primary  care.” 

04,  Nurse  Practitioner  -  “The  local  leadership  promotes  PCO,  but  they’re  unable  to  give 
us  the  manpower  that  we  need.” 


PATIENT  RELATIONSHIPS 


Negative  - 

E6,  Med  Tech  -  “I  do  not  feel  that  I  can  be  competitive  with  other  NCOs  in  the  AF  for 
awards.  The  total  person  concept  doesn’t  fit  here,  too  busy  in  patient  care.  Senior  NCOs 
in  4N  career  field  seem  to  be  going  away.  What  is  there  to  aspire  to?” 

03,  Nurse  -  “Nurse  triage  is  a  no  win  situation.  If  we  give  everyone  an  q^pointment  the 
doctors  get  swamped  and  can’t  care  for  everyone.  If  we  give  patients  home  care,  they 
make  formal  complaints  and  the  nurses  are  automatically  guilty  because  the  customer  is 
always  right.  We  need  support  hospital  and  base  wide  in  order  for  Nurse  Triage  to 
work.” 

03,  Nurse  -  “The  conununity  is  very  irate  at  the  change  in  medical  care  under  PCO.  I 
get  a  lot  of  grief  on  the  phone  about  it  and  frankly.  I’m  tired  of  it.” 

04,  Nurse  -  “I  have  been  yelled  at  and  heard  so  many  complaints  in  the  last  year  that  I’m 
beginning  to  not  care.” 

04,  Nurse  —  “The  patients  were  not  prepared  for  PCO  before  we  started  the  program. 
They  especially  do  not  like  nurse  triage.  They  expect  to  see  a  doctor  when  they  want  to 
see  one.” 

03,  Physician  -  “We  have  shorter  appointments  now  which  means  less  time  to  answer 
questions,  to  explain,  to  small  talk  and  to  build  a  rapport.  Many  of  these  things  happen 
with  the  patients  and  other  team  members,  but  it  is  weakening  the  doctor-patient 
relationship. 

04,  Physician  -  “The  way  PCO  has  been  implemented  at  my  level  makes  me  feel  as 
though  I  have  no  choice  but  to  satisfy  any  and  all  patient  demands  no  matter  how 
unreasonable  they  may  be  at  times.” 

04,  Physician  —  “The  patients  seem  unhappy  that  they  are  not  able  to  choose  their 
provider  as  freely  as  they  once  did.  In  pediatrics  at  this  base  there  are  two  providers  and 
one  is  much  preferred  by  the  patients.” 

E5,  Admin  tech  -  “The  reduction  in  the  retiree  benefit  and  the  nature  of  my 
administrative  duties  makes  it  impossible  for  me  to  feel  like  I’m  helping  anyone.” 

03,  Nurse  -  “Most  of  my  time  is  spent  in  nurse  triage  where  I  am  trying  to  keep  patients 
from  coming  in  to  see  their  provider.  This  is  sometimes  confrontational  and  seldom 
rewarding.  I  feel  that  my  time  could  be  better  used  for  disease  management  and  teaching. 


04,  Nurse  Practitioner  -  “I  try  to  make  the  most  out  of  my  15  minutes  with  patients,  and  I 
know  that  most  of  them  know  that  I  care,  however,  we  do  get  complaints  that  patients 
feel  rushed  and  often  can’t  get  appointments,  especially  when  the  entire  facility  is  closed 
^2  day  for  training.” 

04,  PA  -  “With  PCO I  feel  like  I  am  rushed  and  I  don’t  have  the  luxury  of  talking  with 
my  patients  in  my  office.” 

03,  Physician  -  “Time  is  the  issue.  We  need  to  have  more  time  to  spend  with  the 
patients.” 

E4,  Med  Tech  -  “PCO  says  that  a  patient  should  first  use  the  “Take  Care  of  Yourself  ’ 
book,  then  call  the  HCIL  line,  then  call  the  clinic  where  they  run  into  nurse  triage.  They 
have  to  jump  through  many  hoops  to  be  seen  by  the  provider.  Many  patients  are  upset  by 
this  new  system  and  take  it  out  on  us.” 

04,  Physician  -  “PCO  forced  many  of  my  empanelled  families  to  split  up  with  active 
duty  receiving  care  at  the  FSO  and  the  dependents  coming  here. 

03,  Physician  -  “PCO  has  resulted  in  us  having  fewer  physicians  to  see  the  same  number 
of  patients.  We  have  less  time  with  each  patient  in  order  to  meet  our  access  demands.” 

03,  Nurse  -  “I  have  very  little  face  to  face  contact  with  patients.  My  interactions  revolve 
around  trying  to  screen  them  for  same  day  appointments.  The  patient  comments  I  hear 
most  are  ‘you  have  to  be  dead  to  get  an  appointment’.” 

03,  Nurse  -  “Patients  make  too  many  demands  over  the  telephone.  Or  they  walk  in  and 
demand  to  be  seen  right  away.” 

E3,  Admin  Tech  -  “I  hear  more  complaints  than  appreciation  since  I’m  up  fi’ont.  If  the 
providers  are  running  late  they  take  it  out  on  me.” 

04,  Physician  -  “Less  time  to  spend  with  patients  due  to  increased  volume” 

04,  Physician  -  “Less  time  with  patients,  one  of  the  things  that  I  enjoyed  about  military 
medicine  is  gone” 

Positive  - 

E5,  Med  Tech  -  “It’s  a  good  thing  to  get  to  know  the  patients.  They  trust  us  more  and  are 
more  friendly.  It  makes  work  more  enjoyable.” 

04,  Physician  -  “The  concept  of  PCO  is  welcomed  by  the  patients  who  liked  the  idea  of 
care  given  by  the  entire  team.” 


03,  Nxirse  -  “I  have  more  direct  contact  with  patients.  While  I  am  monitoring  the 
patients  with  our  database  I  can  see  the  improvement  in  their  health.  PCO  helps  me 
personalize  my  job.” 

02,  Nurse  -  “I  enjoy  my  role  in  patient  education.  It  empowers  patients.” 

E4,  Admin  tech  -  “I  know  the  patients  better  now.” 

E3,  Med  tech  -  “I  enjoy  having  more  time  to  spend  talking  with  and  listening  to  my 
patients.” 

04,  Physician  -  “They  know  me  and  my  support  team  by  name.  I  like  that.” 


PROFESSIONAL  EXPERIENCE 


Negative  - 

E6,  Med  Tech  -  “I  feel  like  an  ainnan  with  a  lot  of  additional  duties.” 

E6,  Med  Tech  -  “We  need  everyone  on  duty  most  of  the  time.  There  is  limited 
opportunity  for  career  growth  like  participating  in  wing  projects.” 

03,  Physician  -  “I  used  to  attend  the  monthly  CME  luncheons  with  the  other  providers. 
This  is  no  longer  possible... too  busy  seeing  patients.” 

03,  Physician  -  “I  mostly  see  ear  infections  and  viral  illness.  Most  of  the  sick  patients 
are  referred  out.” 

03,  Nurse  -  “My  nursing  skills  are  slowly  turning  to  mush  in  this  PCO  environment.  I 
would  not  want  to  be  the  first  wave  of  casualties  in  a  real  shooting  war.  The  skills  I  need 
to  be  an  effective  nurse  in  a  readiness  environment  would  not  be  there  for  the  first  few 
weeks!” 

03,  Nurse  -  “I  spend  the  majority  of  my  time  working  clerical  issues:  booking 
appointments,  reviewing  PHA  charts,  etc.  I  have  no  time  to  run  a  nurse  managed  clinic. 

04,  Nurse  -  “Prior  to  PCO  I  worked  a  lot  of  overtime  and  did  not  mind.  1  was  using  my 
nursing  skills  to  good  purpose.  Now  with  PCO  I  do  not  do  much  that  requires  my 
registered  nursing  skills.  If  management  wants  me  to  be  an  appointment  clerk,  admin 
clerk,  data  entry  person  as  a  priority,  I  see  no  reason  to  use  overtime  to  get  nursing  issues 
taken  care  of.” 

GS9,  Nurse  —  “I  act  as  the  group  practice  manager.  I  spend  most  of  my  time  on  the 
phone  or  accomplishing  administrative  jobs.  Unfortunately  I  am  not  able  to  do  much  to 
help  the  providers  care  for  their  patients.” 

03,  Physician  -  “The  focus  is  so  much  on  access  and  seeing  more  patients  with  fewer 
providers  that  I  dread  seeing  a  complicated  patient.  I  will  more  likely  refer  them  out  to 
the  network  even  though,  with  sufficient  time,  I  could  manage  the  patient.  Several 
providers  here  in  the  clinic  have  stopped  doing  procedures  because  they  take  so  much 
time  and  decrease  the  volume  of  patients  that  we  could  see.  These  patients  are  also 
referred  out  to  the  network.” 

04,  Physician  -  “My  ability  to  participate  in  necessary  committees  and  educational 
opportunities  has  been  greatly  reduced  due  to  patient  care  demands  and  to  meet  the  needs 
of  my  patients.” 


E5,  Admin  tech  - 1  am  back  to  being  a  record  tech,  what  I  did  as  an  airman.  Under  PCO 
I  may  spend  the  last  6  years  of  my  career  as  a  medical  record  tech  with  no  opportunity  for 
career  broadening.” 

03,  Nurse  Practitioner  -  “I  do  not  have  time  to  consult  with  specialists  face-to-face  or 
with  telephone  calls.  Written  consultations  are  returned  with  poor 
documentation... minimal  learning  forme.” 

04,  Physician  -  “Limited  resources  prevent  me  from  providing  women  with  birth  control 
options  such  as  lUD  and  diaphragms.  It  is  a  waste  of  money  to  refer  these  patients  out, 
plus  I  do  not  maintain  my  clinical  skills. 

04,  Physician  -  “No  time  to  meet  and  talk  with  civilian  consultants.” 

01 ,  PA  -  “It  would  be  nice  to  have  a  surgeon,  internist,  ortho  and  ENT  to  consult  with  in 
the  facility.” 

03,  Nurse  -  “I  can’t  get  time  off  to  obtain  CEUs.” 

04,  Physician  -  “I  take  care  of  patients  between  1 8  and  50  years  old.  I  woul,d  like  to  see 
all  ages.” 

04,  Physician  -  “We  have  very  limited  funds  for  medical  CME.  Bad  for  morale,  bad  for 
quedity  of  patient  care.” 

E4,  Med  tech  -  “We’re  expected  to  do  military  things  but  not  allotted  the  time  to  do  them 
because  of  PCO.” 

03  Nurse  -  “Phone  triage  is  not  the  type  of  challenge  I  find  rewarding  in  nursing.” 

03,  Physician  -  “Scope  of  practice  a  real  concern.  I’m  not  doing  colposcopy,  flexible 
sigmoidoscopy  and  other  procedures  at  the  clinic.  I  feel  that  my  skills  will  atrophy.” 

GS9,  Nurse  -  “I  spend  90-99%  of  my  time  on  the  telephone  with  patients  and  filling  out 
healthwise  reports.  I  miss  the  patient  interaction  that  I  used  to  have.” 

03,  Physician  -  “Overarching  concern  for  numbers  cuts  into  time  to  learn  more  and 
develop  professionally.  Not  possible  to  teach.” 

04,  Physician  -  “Unable  to  care  for  pediatrics  and  elderly,  losing  my  skills  in  these 
areas.” 

E6,  Med  tech  -  “I  am  very  disappointed  that  a  MSgt  job  description  differs  very  little 
from  that  of  an  airman.” 


04,  Physician  -  “Scope  of  practice  and  CME  interferes  with  our  ability  to  meet  SG 
expectations  -  They  are  in  direct  conflict  with  the  25/day,  21  days/month  metric.” 

04,  Physician  -  “There  is  a  disincentive  to  perform  procedures  due  to  the  push  to  see  25 
patients  per  day.” 

Positive  - 

03,  Nurse  -  “Although  my  workload  is  high,  the  job  is  rewarding  and  satisfying.  1  feel 
like  I  use  all  of  the  skills  and  knowledge  that  I  learned  in  nursing  school.” 

04,  NP  -  “I  have  excellent  support  from  other  NPs  and  physicians.” 


QUALITY  OF  MEDICAL  CARE 
Negative  - 

E7,  Med  tech  -  “Too  much  emphasis  on  numbers,  not  enough  on  the  quality  of  care.” 

Contractor,  HCI  -  “Population  health  depends  on  data  we  don’t  have  because  we  never 
received  PHCA  and  had  to  develop  our  own  database.  The  time  it  will  take  to  populate 
this  database  with  1 1,000  patients  is  staggering.  And,  the  manpower  to  populate  the 
database  comes  from  an  already  overworked  team.  The  data  supplied  by  the  population 
health  support  division  is  so  retrospective  it  is  virtually  meaningless.  I  really  believe  that 
patients  were  better  served  when  individual  providers  oversaw  specialized  areas  such  as 
women’s  health  for  the  whole  clinic.” 

E6,  Med  tech  -  “I  don’t  have  enough  time  to  talk  to  the  patients  and  care  for  them  the 
way  I  would  like  to.” 

04,  Nurse  -  “Our  providers  are  all  very  young.  We  need  an  experienced  family  practice 
physician  who  could  answer  their  questions  and  give  them  advice  when  they  come  across 
a  patient  that  they  do  not  know  how  to  care  for.  We  refer  way  to  many  of  these  patients 
out  to  the  network.” 

GS6,  Admin  tech  -  “No  one  is  providing  statistics  on  population  health.  No  time  to 
prepare  the  statistics.” 

E5  Med  tech  -  “Patients  complain  they  do  not  spend  enough  time  with  their  providers. 
They  are  being  rushed  too  much.” 

03,  Nurse  -  “Nurse  managed  clinics  without  proper  training  is  my  concern.  The  nurses 
here  manage  a  cold  clinic  where  we  diagnose  and  treat  patients.  I  have  not  been  trained 
to  accomplish  this  task,  it  is  beyond  my  scope  of  practice.” 

03,  Nurse  Practitioner  -  “Not  enough  time  for  complicated  cases.  One  case  (abdominal 
pain,  diabetes,  polypharmacy)  can  get  me  behind  for  the  entire  day. 

04,  Physician  -  “I  have  never  seen  any  population  health  information  for  my  pediatric 
population.” 

GS5,  Med  Tech  -  “Patients  that  truly  need  care  can’t  get  it.” 

04,  PA  -  “The  population  health  data  is  not  accurate.  People  do  not  fill  in  the  HEARs 
survey.  Systems  do  not  talk  to  each  other  (ADS,  CHCS).” 

03,  Physician  -  “I  think  quality  of  care  is  suffering  because  we  as  providers  are  getting 
burned  out.” 


03,  Nurse  -  “I  feel  like  patients  are  rushed  through.  Little  time  available  for  quality 
patient  education.” 

03,  Physician  -  “Concerned  about  decrease  in  appointment  time  after  PCO.  I  have  much 
less  time  to  deal  with  my  patients.  This  will  be  an  even  bigger  issue  if  more  of  my 
patients  are  over  65.” 

05,  Physician  -  “PCO  cannot  function  without  primary  care  manager  by  name.  Our 
appointments  are  scheduled  by  the  contractor.  Patients  are  mixed  across  all  providers. 
Only  10-15%  of  a  provider’s  scheduled  patients  belong  to  his  panel.  There  is  a  definite 
lack  of  continuity  of  care.” 

E3,  Admin  Tech  -  “There  is  never  enough  time  to  handle  things  like  PHAs  without 
falling  behind  in  something  else  like  paperwork  or  KG-ADS.” 

Positive  - 

05,  NP  -  “The  overall  medical  care  is  improved  when  a  patient  is  empaneled  to  one 
provider  and  is  consistently  seen  by  the  same  provider.  The  PCM  concept  has  helped 
tremendously  with  this.” 

E4,  Med  tech  -  “I  think  everyone  is  getting  better  care  by  seeing  the  same  doctor  all  of 
the  time.” 

03,  Nurse  -  “The  best  thing  about  PCO  is  the  commitment  of  providers  to  see  their 
panel,  walk  in,  if  needed.” 

04,  Physician  -  “Continuity  of  care  -  seeing  the  same  doc  has  definitely  improved  with 
PCO.  But,  the  time  available  to  spend  on  each  patient  has  decreased  with  an  increase  in 
the  administrative  workload  (CHCS,  ADS,  etc).” 


TREATMENT  TEAM 


Negative  - 

E5,  Med  Tech  -  “Good  team  work  within  teams,  but  poor  teamwork  between  teams. 

PCO  has  divided  our  staff.” 

03,  Physician  -  “Our  team  is  always  being  dismembered  for  other  duties  and  for  training. 
Seldom  do  we  have  a  full  team.” 

E3,  Med  tech  -  “We  do  not  have  enough  techs  to  support  PCO.” 

03,  Physician  -  “We  never  have  two  techs  per  provider,  many  days  we  do  not  have  one 
tech  per  provider.” 

Contractor,  Physician  -  “We  don’t  have  enough  tech  support,  especially  because  of  the 
large  number  of  pelvic  exams  we  do.  PCO  needs  to  take  into  account  the  number  of 
pelvic  exams  when  evaluating  the  required  support  staff.” 

04,  NP  -  “We  do  not  have  the  manpower  as  defined  by  PCO.  We  have  one  RN  who 
does  mostly  administration.  We  have  no  nurse  educator,  no  procedure  room,  medical 
records  are  available  ~25%  or  the  time.” 

03,  Nurse  -  “Teamwork?!  What  a  joke.  In  fact  the  docs  find  it  easier  to  do  eveiything 
themselves  instead  of  trying  to  find  one  of  the  support  staff.  We  don’t  have  the  manning 
for  PCO.” 

03,  Physician  -  “Only  one  nurse  to  support  two  providers.  When  she  is  gone  we  are 
bombarded  with  telephone  consults  and  paperwork.  We  could  use  another  nurse.” 

05,  NP  -  “About  half  of  the  time  we  do  not  have  the  entire  support  staff,  but  we  have 
higher  productivity  expectations  anyway.  This  makes  everyone  frustrated  and  stressed.” 

Contractor,  HCI  -  “The  problem  here  is  a  lack  of  adequate  staffing  to  accomplish  all  that 
is  expected,  not  a  lack  of  desire  to  do  a  good  job.  Team  members  are  frequently  pulled 
for  non-medical  duty.  In  additional  to  the  normal  day-to-day  patient  load,  team  members 
are  expected  to  populate  a  local  patient  database  created  to  monitor  population  health. 
This  is  very  time  consuming.” 

E4,  Med  tech  -  “The  other  med  tech  on  the  team  is  the  NCOIC  for  the  clinic.  He  only 
spends  1 5%  of  his  time  supporting  the  provider.  I  do  the  rest  of  the  work.” 

03,  Nurse  -  “PCO  is  a  good  concept,  but  the  number  of  personnel  needed  to  support  the 
providers  was  underestimated,  especially  the  administrative  support.  We  should  have 
two  admin  techs  per  provider!” 


04,  Nurse  -  “The  providers  will  frequently  report  late  for  work,  which  delays  all  of  the 
patients  and  makes  them  cranky.  There  is  no  apparent  management  response  for  this 
behavior.” 

03,  Physician  -  “We  have  excellent  tech  and  nursing  support  -  the  major  roadblock  for 
us  is  having  each  person  present  and  free  to  do  his/her  job.  Over  the  last  month,  we  have 
had  a  full  team  approximately  6  days.  Each  day  my  4A  is  tasked  to  be  doing  duties  away 
from  the  team  for  4  to  8  hours.” 

GS6,  Admin  Tech  -  “The  team  works  well  together,  however,  manning  restrictions, 
training,  and  additional  duties  put  a  hinderence  on  our  efficiency. 

GS9,  Nurse  —  “Our  team  works  well  when  we  are  all  here.  Unfortunately,  we  are  seldom 
all  here  and  we  never  get  a  backfill.” 

E4,  Med  tech  -  “Teamwork  is  not  very  good  between  teams.” 

E5,  Med  tech  -  “Before  PCO,  everyone  in  the  clinic  worked  very  well  together.  Now  the 
attitude  is,  ‘It’s  not  my  team/provider’.  There  is  a  definite  lack  of  teamwork  in  the  clinic. 

E5,  Admin  tech  -  “4As  are  doing  literally  more  vvith  less,  4Ns  on  the  other  hand,  have 
less  to  do  now  than  before.  4Ns  need  to  be  more  willing  to  assist  the  admin  techs.” 

03,  Nurse  —  “We  have  developed  good  tight  teams,  but  it  is  hard  for  these  small  teams  to 
see  the  big  picture.  As  a  nurse  manager  I  spend  a  lot  of  time  explaining  to  providers  why 
their  staff  are  being  used  for  other  activities.” 

E5,  Admin  tech  -  “We  had  better  teamwork  under  the  old  system.  Now  we  are  fighting 
with  other  about  who  should  do  what.” 

04,  Nurse  Practitioner  -  “We  are  PCO  on  paper  only.  I  do  not  have  one  designated 
technician  assigned  to  me.  We  have  4  4a’s  on  paper,  yet  only  2  of  them  are  routinely  in 
the  clinic.  I  still  do  all  my  own  ADS  coding  and  other  data  entry  that  keeps  me  from 
seeing  additional  patients.” 

E3,  Med  tech  -  “Teamwork?  Our  support  for  each  other  lacks  greatly  due  to  egos  and 
selfishness.” 

GS13,  GPM  -  “PCO  has  put  a  stress  on  treatment  teams.  It  has  been  difficult  to 
implement  a  major  cultural  shift  while  still  caring  for  a  large  number  of  patients.  The 
additional  manpower  resources  were  slow  to  arrive  at  the  clinic.” 

03,  Physician  -  “We  are  optimized  in  name  only.  One  of  my  med  techs  is  the  NCOIC  of 
the  clinic.  She  does  minimal  patient  care.  My  nurse  is  also  the  clinic  manager  and  is  on 
half  days  for  her  pregnancy.  So,  I  have  one  medical  technician  who  works  with  me,  just 
like  before  PCO.” 


04,  Physician  -  “The  team  lacks  enthusiasm  and  has  a  limited  understanding  of 
medicine.” 

04,  Physician  -  “Constantly  undermanned.  I  hear  lots  of  plans  however  never  given  the 
staffing  to  carry  out  the  plans.  Morale  is  plummeting!” 

04,  GPM  -  “There  is  a  morale  problem  in  the  MTF  that  has  been  caused  by  breaking  out 
some  primary  care  teams  and  giving  them  extra  manpower.  In  many  cases  this  extra 
manpower  came  from  other  treatment  teams.  This  has  caused  an  “us  verses  them” 
atmosphere.” 

E6,  Med  tech  -  “We  are  currently  working  with  3  medical  techs  per  provider.  When  we 
are  taken  down  to  two,  PCO  will  take  a  big  hit.  We  will  not  be  able  to  accomplish 
everything  that  is  now  expected  of  us.  Someone,  somewhere  needs  to  see  this.” 

03,  HCI  -  “The  teamwork  is  excellent  on  the  treatment  teams  that  are  optimized  but  the 
remainder  of  the  PCMs  are  fhistrated  because  of  a  lack  of  support  staff.” 

03,  Nurse  -  “Some  of  the  providers  could  help  by  calling  the  patients  themselves. 
Sometimes  I  feel  like  an  appointment  clerk  or  a  secretary.” 

04,  Nurse  Practitioner  -  “The  technicians  we  have  are  wonderful  but  we  do  not  have 
enough  to  be  fully  optimized  AND  they  are  continually  tasked  with  military  and  other 
duties.” 

E4,  Med  Tech  -  “The  4As  are  understaffed  on  the  team.  We  cover  the  appointment  desk 
and  the  front  desk  at  lunch.  We  help  file  medical  records.” 

03,  Nurse  -  “Not  enough  manpower  in  admin  to  support  the  teams.  Nurses  are  pulled  for 
triage  duty  and  medical  in-processing,  meetings,  paperwork,  etc.  I  can’t  spend  time  with 
the  team.  Techs  are  pulled  for  details  and  ambulance  call  and  are  not  available.” 

04,  Physician  -  “Modest  gains.  4A  support  still  a  big  problem.  Rarely  have  2-4  Ns  at 
any  given  time  (leave,  details,  bay  orderly,  ALS,  etc) 

04,  Physician  -  “Our  facility  has  been  unable  to  provide  dedicated  administrative  techs 
to  each  PCM  full  time” 

02,  Nurse  -  “Although  we  work  as  a  ‘team’  we  are  not  in  each  other’s  chain  of 
command.  We  have  no  control  over  schedules  and  taskings.” 


Positive  - 


04,  Physician  -  “Shortly  after  the  initiation  of  PCO I  lost  my  partner.  I  needed  to  care 
for  all  of  our  enrolled  patients  on  my  own.  I  couldn’t  have  done  this  without  the  nurses 
performing  telephone  triage  and  taking  care  of  the  telephone  consults  and  the  medical 
techs  taking  care  of  the  wart  clinic  and  throat  cultures.  Two  teams  of  support  staff 
allowed  me  to  increase  my  productivity  even  more  than  the  AF  guidelines.  Maybe  the 
AF  should  consider  increasing  the  support  staff  even  more  for  larger  gains  in 
productivity.” 

E6,  Med  tech  -  “PCO  is  the  way  to  go.  Our  jobs  are  more  meaningfiil,  we  are  learning 
and  doing  more.  PCO  created  cohesive,  dynamic  teams.  We  are  doing  more  for  our 
patients  and  they  appreciate  the  PCO  initiatives.” 

E6,  Med  Tech  -  “Our  teams  are  very  happy  and  proud  of  our  accomplishments.  It  is  a 
joy  to  come  to  work  every  day!” 

05,  NP  -  “When  all  of  my  staff  is  here  I  am  very  pleased  with  the  quality  of  our  work 
and  we  truly  work  as  a  team.” 

E3,  Admin  tech  -  “My  team  is  very  good  at  helping  out  when  I  get  behind.” 

E6,  Med  tech  -  “I  love  my  team  mates.  I  have  never  been  happier  working  with  such  an 
awesome  group  of  people.  Best  move  I’ve  ever  made.” 

03,  Nurse  -  “Our  team  works  extremely  well  together  to  maintain  the  PCO  concept.” 

E4,  Med  Tech  -  “Team  work  is  better  within  the  PCO  team  because  we  work  with  the 
same  people,  we  know  each  others  likes  and  dislikes.  We  have  to  work  well  as  a  team  so 
that  we  spend  only  9  hours  at  work  instead  of  10.” 

03,  Nurse  -  “Our  group  works  very  well  together,  especially  the  nurses,  providers,  and 
PAs.” 

04,  PA  -  “The  great  personnel  on  our  treatment  team  make  PCO  work.  We  have  great 
people.  Just  not  enough  of  them.” 

03,  Nurse  -  “Our  team  works  well  together.  Support  from  other  teams  is  definitely 
lacking.” 

04,  Physician  -  “Identifying  specific  technicians  to  work  with  me  on  a  daily  basis  has 
been  a  significant  improvement  and  probably  one  of  the  biggest  positives  coming  from 
PHO.” 

03,  Physician  -  “I  enjoy  working  with  my  own  techs.  Familiarity  with  routines  improves 
efficiency.” 


03,  Physician  -  “We  gained  several  highly  motivated  troops  with  a  good  attitude.” 

E3,  Admin  Tech  -  “I  think  everyone  on  my  team  is  great.  They  know  that  we  don’t  have 
many  people  at  this  exact  time  so  they  help  me  out  whenever  they  can.  They  make  things 
as  easy  and  organized  as  possible.” 

04,  Physician  -  “Very  happy  with  my  technician” 


WORKLOAD 


Negative  - 

E6,  Med  tech  -  “Manning  levels  do  not  allow  for  management/administration  or 
readiness  or  additional  duties.  It  is  very  difficult  to  feel  like  I’m  doing  a  good  job  when  I 
feel  like  I’m  racing  from  task  to  task  while  trying  to  fit  patient  care  in  as  well.” 

03,  Nurse  -  “My  workload  is  very  high  -  it  gets  exhausting  and  mentally  draining.  This 
has  made  me  reconsider  my  career  choices,  whether  I  should  remain  in  the  military. . .” 

E5,  Med  tech  -  “I  feel  like  I’m  working  50%  harder  for  a  20%  increase  in  productivity.” 

03,  Physician  -  “Everyone  in  the  clinic  leaves  at  1600  except  the  providers.  We’re  here 
until  18-1900  every  night.” 

Contractor,  Physician  -  “I  used  to  attend  teaching  rounds  and  CME  conferences  over  my 
lunch  hour.  It  is  very  hard  to  go  to  any  CME  conferences  with  my  current  workload.  I 
almost  always  work  through  lunch.” 

E5,  Med  tech  -  “With  the  extra  duties  expected  of  us  we  work  much  longer  hours  than 
med  techs  that  are  not  assigned  to  PCO  teams.” 

03,  Physician  -  “To  complete  all  of  my  work  I  frequently  need  to  come  back  to  work 
after  hours.  The  work  intensity  is  greatly  increased  despite  the  added  support.” 

Med  Tech  -  “Technicians  are  tasked  to  do  more  and  more  and  more.  If  you  were  to 
break  down  the  different  number  of  additional  duties  the  medical  technician  does  most  of 
them.  I’m  working  60  hours  a  week,  up  from  40  hours  a  week  before  PCO.  I  don’t  have 
enough  time!” 

05,  GPM  -  “All  of  the  teams  are  working  very  hard  -  harder  than  I  have  ever  seen  in  an 
outpatient  clinic.  They  are  providing  good  care  and  a  large  amoimt  of  it,  but  they  are 
getting  tired.  This  is  not  a  condition  that  can  continue  indefinitely.  I  predict  a  massive 
exodus  from  the  military  unless  they  get  relief” 

05,  GPM  -  “I  am  the  GPM  in  name  only.  I  also  wear  four  other  hats  including  the 
squadron  commander  hat.  I  cannot  give  the  GPM  job  the  attention  that  it  deserves.” 

E3,  Admin  tech  -  “Not  enough  time  to  complete  everything.  The  only  way  to  get 
anything  done  is  to  come  in  on  weekends  when  the  phone  isn’t  ringing  and  patients  aren’t 
in  house.” 


E4,  Admin  tech  -  “There  is  way  too  much  administrative  work  to  do  in  a  team  than  what 
can  be  accomplished  by  one  technician.  I  do  all  that  I  can,  and  my  team  helps  me,  but  I 
still  fall  behind.  I’m  tired  of  staying  late  every  night  and  my  morale  is  the  pits.  I  have  no 
life!  There  is  enough  administrative  work  to  keep  two  techs  busy  full-time.” 

E4,  Med  tech  -  “When  I  am  putting  in  strenuous  hows  during  on  duty  time,  the  last  thing 
1  want  to  do  is  to  come  in  in  the  evenings  or  on  weekends  to  break  down  records  and  file 
paperwork,  etc.” 

E6,  Med  tech  -  “Never  enough  time  to  train  or  to  finish  daily  tasks.” 

GS6,  Admin  tech  -  “My  work  load  has  definitely  increased.  I  am  so  stressed  that  I  am 
concerned  about  the  quality  of  my  work.  Coding  is  now  being  accomplished  by  the 
admin  techs,  but  we  have  not  been  trained  to  perform  this  function.  I  feel  that  the  codes 
are  not  as  accurate  as  they  were  before.  I  was  working  45-50  hows  per  week  in  order  to 
keep  up  with  the  workload.  I  did  this  without  comp  time  or  over  time.  I’m  not  doing  it 
any  more.  I  won’t  take  work  home  with  me  and  I  won’t  work  more  than  42-43  hows  per 
week.  The  backlog  is  building  and  will  continue  to  build.” 

E5,  Med  tech  -  “I  firequently  come  in  early  and  stay  late  in  order  to  keep  up  with  the 
incredible  pressure  to  stay  on  top  of  the  workload.” 

GS9,  Nwse  -  “More  work  is  given  to  the  team  every  week.  Always  rushing  - 1  feel  as  if 
I  am  not  giving  patients  the  quality  care  they  deserve.” 

03,  Physician  -  “I  am  too  busy  taking  care  of  patients  to  accomplish  other  important 
tasks.  I  can’t  lead  my  team,  attend  meetings,  accomplish  military  training,  or  prepare  for 
inspections  because  of  the  press  of  patient  care.” 

03,  Physician  -  “My  dissatisfaction  deals  with  our  decreased  number  of  providers  to  care 
for  the  same  enrolled  population.  We  have  cut  providers  from  1 1  to  5,  which  has 
increased  our  call  and  the  demands  on  ow  time.  We  are  more  efficient  because  of  PCO, 
but  only  30-40%  more  efficient.  The  rest  comes  out  of  hide.  We  work  longer  hows 
including  lunch  hour,  evenings  and  weekends.” 

E4,  Med  tech  -  “I’m  working  more  hours.  The  patient  load  is  the  same,  but  we  have 
many  more  administrative  duties.” 

E5,  Med  tech  -  “With  the  extra  hours  that  I  spend  at  work,  I  feel  that  my  babysitter  sees 
my  children  more  than  I  do.  We  need  to  shorten  the  hows,  get  more  help!” 

04,  Physician  -  “While  PCO  means  taking  care  of  our  patients,  there  is  a  limit  to  the 
amount  of  work  that  any  single  provider  or  clinic  can  do.  We  are  expected  to  walk  in  any 
and  all  patients  who  demand  to  be  seen,  even  if,  in  our  judgment,  the  complaint  is  not 
critical/emergent.  I  am  frequently  here  late  into  the  evening  to  complete  my  paperwork.” 


E5,  Admin  tech  -  “My  workload  has  tripled  since  the  advent  of  PCO.  We  must  be  full¬ 
time  outpatient  records  techs,  full-time  family  practice  admin  support,  and  we  have 
supervisory  tasks,  EPRs,  feedback,  discipline,  etc.” 

03,  Nurse  Practitioner  -  “Providers  see  patients  from  the  minute  until  the  last  minute 
of  the  duty  day,  but  must  use  lunch  and  evenings  to  return  telephone  calls,  notify  patients 
of  lab  results,  etc.  Non-physician  providers  are  given  less  administration  time  than 
physicians.” 

03,  Nurse  -  “Not  a  very  satisfying  job.  High  tech  nurse  computer  like  a  ball  and  chain. 
You  just  can’t  get  away  from  it.” 

03,  Nurse  -  “The  workload  is  much  higher  because  of  the  demands  of  the  patients.  We 
do  not  place  enough  responsibility  on  the  patients  for  their  care.” 

E5,  Med  tech  -  “We  were  given  a  larger  wagon  to  move  more  crops,  but  no  horses  to  pull 
the  wagon.” 

02,  PA  -  “Increased  workload,  shorter  appointments,  and  additional  tasks  for  the 
providers  to  accomplish.  We  are  being  worked  way  too  hard.” 

03,  Physician  -  “The  workload  has  increased  dramatically.  Not  enough  hours  in  the  day 
to  do  everything.  Twelve  to  thirteen  hour  days  are  the  norm.” 

04,  Nurse  practitioner  -  “My  personal  life  and  health  are  suffering  from  never  ending 
stressors.” 

GS6,  Med  Tech  -  “We  are  expected  to  do  much  more  with  the  same  amount  of  staff.” 

03,  Physician  -  “PCO  here  equates  to  increased  work  load  with  same  support  staff,  exam 
rooms,  and  resources.  We  are  under  increasing  pressure  to  meet  25  patient  per  day 
metric.” 

03,  Physician  -  “PCO  formula  -  asked  to  see  more  patients  with  less  staff.  Has  resulted 
in  extreme  frustration  and  much  longer  hours.” 

E2,  Med  Tech  -  “The  med  techs  and  doctors  always  have  to  stay  over  lunch  and  late  in 
the  evening  to  keep  up.  We  put  in  60-hour  weeks.  I’m  not  sure  that  we  have  the  right 
manning  to  provide  good  medical  care  for  the  enrolled  population.” 

E5,  Med  Tech  -  “Two  med  techs  is  not  enough  to  take  care  of  patients  and  to  train  for 
wartime  readiness.  What  is  our  real  mission?” 

E6,  Med  tech  -  “For  several  months  I  was  coming  in  early  and  leaving  late  at  night,  just 
to  get  my  work  done.  This  was  with  three  medical  techs  per  provider.  I  can  no  longer  do 
this  at  the  expense  of  my  family.” 


02,  Nurse  -  “We  are  ‘overstaffed’  but  we  are  so  busy  that  I  can’t  even  get  leave.” 

03,  Nurse  -  “We  spend  countless  hours  pulling  records.  Admin  techs  are  supposed  to  be 
assigned  to  the  teams,  but  they  are  actually  stuck  in  the  records  section.  We  have  to  take 
care  of  phone  calls,  faxing,  etc  for  the  providers.” 

03,  Nurse  -  “I  spend  less  time  with  patients  and  more  time  on  administrative  and 
secretarial  duties.  Not  much  fun!” 

03,  Physician  -  “I  am  very  dissatisfied  with  our  workload.  Trying  to  see  25  patients  per 
day  5  days  per  week  plus  all  of  our  administrative  duties,  telephone  consults,  chart 
reviews,  etc  equals  poor  quality  of  life,  early  burnout,  and  a  strong  desire  to  leave  the 
military.” 

04,  Physician  -  “We  are  all  being  asked  to  do  too  much  in  too  little  time.  As  a  physician, 
I  expect  to  work  more  than  8  hour  days,  but  when  I  have  to  work  12  to  14  hour  days  to 
see  20-25  patients  plus  do  all  the  other  AFMS  programs  (administrative  duties,  PHA, 
chart  reviews  for  3  providers,  committees,  and  disease  management)  it  is  not 
sustainable.” 

E3,  Admin  Tech  -  “It  seems  like  I’m  always  leaving  work  behind  that  I  can’t  complete 
during  the  day.  It’s  too  much  to  handle.  I  feel  a  big  burden  on  my  back.” 

E4  Med  Tech  -  “With  PCO  seems  like  4NOs  are  the  dumping  ground  for  all  tasks,  PHAs, 
occupational  exams,  administration,  all  done  by  us  now.  Not  enough  hours  in  the  day  to 
accomplish  all  of  the  tasks. 

E4,  Med  Tech  -  “Seems  like  we’re  working  more  hours  and  harder  for  less 
effectiveness.” 

E4,  Admin  tech  -  “There  is  way  too  much  for  one  admin  tech  to  do.  I  get  very 
discouraged  because  I  can’t  catch  up.” 

03,  Nurse  -  “Too  busy  to  even  stop  long  enough  to  think  through  new  ideas  and 
processes.  Forget  about  patient  education  because  I’m  just  trying  to  get  on/off  the  phone 
as  quickly  as  possible  to  move  on  to  the  next  call.” 

E5,  Med  Tech  -  “We  still  pull  12  hour  ambulance  call  shifts  and  do  not  always  get  to 
work  with  our  assigned  PCO  team.” 

03,  HCI  -  “I  need  to  assess  patients,  educate  patients,  train  technicians,  but  I  can’t  do  any 
of  that  because  I’m  tied  to  the  telephone  all  day  doing  nurse  triage.” 


04,  Physician  -  “About  the  time  we  started  PCO,  KG-ADS  was  implemented.  This 
system  dramatically  increased  our  administrative  burden  and  negated  any  workload  gain 
from  PCO.” 

04,  Nurse  Practitioner  -  “I  am  a  flight  commander  and  a  PCM.  The  duties  and 
responsibilities  are  endless.  I  have  2  frill-time  jobs,  but  feel  that  I  don’t  do  either  of  them 
very  well.  The  flight  commander  job  is  important  for  promotion,  but  my  PCM  job  takes 
up  most  of  my  duty  hours.  I  spend  many  evenings  accomplishing  my  ‘additional  duty’. 
TTie  HIS/JCAHO  is  very  time  consuming.” 

E4,  Admin  Tech  -  “I’m  not  satisfied  with  the  hours  that  I  work.  The  amount  of  work  is 
fine,  but  the  majority  of  my  work  comes  in  at  the  end  of  the  day  and  I  have  to  stay  late  to 
complete  it.” 

E3,  Admin  Tech  -  “Admin  section  is  very  low  manned.  We  do  not  have  the  time  to 
maintain  a  records  room  and  interact  with  the  PCO  team.  We  need  more  people.” 

E4,  Medical  Tech  -  “I  now  spend  more  time  doing  my  extra  duties  after  hours.  This 
means  an  increase  in  day  care  for  me,  but  no  extra  pay.” 

E5,  Medical  Technician  -  “Although  we  are  encouraged  to  be  more  involved  with  our 
patients  we  are  not  afforded  the  luxury  of  enough  time  to  be  able  to  do  this  well  and 
accomplish  our  daily  tasks.  We  come  in  and  hit  the  ground  running  and  do  not  slow 
down  ^1  day.  It  is  not  a  healthy  environment.” 

03,  Nurse  -  “Working  10-12  hours  a  day  to  complete  my  work.” 

04,  Physician  -  “25  visits  per  day  plus  OPRs,  plus  ADS,  plus  PRP,  plus  telephone 
consults,  etc,  etc,  ad  nausea  spill  into  the  evening  and  lunch  time.  I  am  tired  of  13  hour 
days  and  5  minute  “Ixmch  hours” 

04,  Physician  -  “Working  far  more  intensely  due  to  artificial  #  of  25/day  coupled  with 
the  mandate  to  see  all  our  own  walk-ins  daily  and  at  the  same  time  we  cover  the  Acute 
Care  Clinic  walk-ins  in  the  morning.  This  has  all  but  eliminated  the  chance  of  exercising 
over  lunch  hour  and  our  doing  procedures.” 

Positive  - 

03,  Nurse  -  Our  previous  environment  providers  worked  a  strict  0730-1630  schedule.  It 
was  a  major  act  to  get  them  to  work  outside  their  duty  schedules.  Now  they  feel  the 
pressure  to  get  numbers  so  they  work  long  hours  without  lunches.  They  see  patients 
before/after  their  duty  shift.  They  love  it! 


Appendix  P 


SPSS  Output  -  The  Effect  of  Medical  Technician,  Administrative  Technician  and 
Nurse  Support  on  Overall  Satisfaction  with  the  Treatment  Team 


ONIANOVA 

tx_teain  BY  med_tech 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  nied_tech  . 

Univariate  Anaiysis  of  Variance 

Between-Subjects  Factors 


N 

2  MTs  per  0 
Provider?  1 

464 

830 

Descriptive  Statistics 
Dependent  Variable:  Overall  Sat  Tx  Team 


2  MTs  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

4.31444 

1.35469 

464 

1 

4.80157 

1.37388 

830 

Total 

4.62689 

1.38634 

1294 

I  i’ 


Tests  of  Between-Subjects  Effects 


Dependent  Variable:  Overall  Sat  Tx  Team 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

70.623® 

1 

70.623 

37.791 

.000 

Intercept 

24732:669 

1 

24732.669 

13234.675 

.000 

MED_TECH 

70.623 

1 

70.623 

37.791 

*  .000 

Error 

2414.461 

1292 

1.869 

Total 

30187.220 

1294 

Corrected  Total 

2485.084 

1293 

a.  R  Squared  =  .028  (Adjusted  R  Squared  =  .028) 


UNIANOVA 

tx_teain  BY  adin_tech 
/METHOD  =  SSTYPE(3) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  adm_tech  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

1  AT  per  Provider?  0 

1 

662 

631 

Descriptive  Statistics 
Dependent  Variable:  Overall  Sat  Tx  Team 


1  AT  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

4.43671 

1.36140 

662 

1 

4.82916 

1.39144 

631 

Total 

4.62823 

_ 1.38853, 

_ 1223. 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  Overall  Sat  Tx  Team 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

49.758® 

1 

49.758 

26.275 

.000 

Intercept 

27737.093 

1 

27737.093 

14646.589 

.000 

ADM_TECH 

49.758 

1 

49.758 

26.275 

.000 

Error 

2444.841 

1291 

1.894 

Total 

30191.310 

1293 

Corrected  Total 

_ 2484.50Q. 

_ 1222- 

a.  R  Squared  =  .020  (Adjusted  R  Squared  =  .019) 


UNIANOVA 

tx_team  BY  nurse 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  nurse  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

1/2  Nurse  per  0 
Provider?  1 

298 

_ 222- 

Descriptive  Statistics 
Dependent  Variable:  Overall  Sat  Tx  Team 


1/2  Nurse  per  Provider? 

Mean 

Std. 

Deviation 

N 

0 

4.14564 

1.42458 

298 

1 

4.78793 

1.33261 

990 

Total 

,-J.8,3232- 

_ 1 .38073 

_ 1222- 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  Overall  Sat  Tx  Team 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

94.493® 

1 

94.493 

51.512 

.000 

Intercept 

18280.387 

1 

18280.387 

9965.283 

.000 

NURSE 

94.493 

1 

94.493 

51.512 

.000 

Error 

2359.048 

1286 

1.834 

Total 

30175.593 

1288 

Corrected  Total 

2453.541 

_ 12SZ- 

a.  R  Squared  =  .039  (Adjusted  R  Squared  =  .038) 


UNIANOVA 

tx_team  BY  nurse  med_tech  a(±m_tech 
/METHOD  =  SSTYPE(3) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  nurse  med_tech  adin_tech  nurse *med_tech  nurse*adni_tech  med_tech 
*adiii_tech  nurse*med_tech*adm_tech  . 

Univariate  Analysis  of  Variance 

Between-Subjects  Factors 


N 

1/2  Nurse  per 

0 

294 

Provider? 

1 

974 

2  MTs  per 

0 

452 

Provider? 

1 

816 

1  AT  per  Provider? 

0 

645 

1 

_ S22. 

Dependent  Variable:  Overall  Sat  Tx  Team 


Descriptive  Statistics 


1/2  Nurse  per  Provider?  2  MTs  per  Provider?  1  AT  per  Provider? 

Mean 

Std. 

Deviation 

N 

igKm  0m  mm 

MHWI 

^  1.51242 

172 

1 

4.60556 

.79073 

18 

Total 

4.05368 

1.46896 

190 

1  0 

4.31039 

1.31885 

77 

1 

4.30741 

1.38006 

27 

Total 

4.30962 

1.32822 

104 

Total  0 

4.09317 

1.45995 

249 

1 

4.42667 

1.17848 

45 

Total 

4.14422 

1.42377 

294 

1  0  0 

4.45419 

1.15861 

179 

1 

4.64337 

1.38301 

83 

Total 

4.51412 

1.23459 

262 

1  0 

4.85253 

1.27465 

217 

1 

4.91071 

1.39785 

495 

Total 

4.89298 

1.36086 

712 

Total  0 

4.67247 

1.23806 

396 

1 

4.87232 

1.39769 

578 

Total 

4.79107 

1.33805 

974 

Total  0  0 

4.22963 

1.36121 

351 

1 

4.63663 

1.29420 

101 

Total 

4.32058 

1.35578 

452 

1  0 

4.71054 

1.30611 

294 

1 

4.87950 

1.40202 

522 

Total 

4.81863 

1.36984 

816 

Total  0 

4.44884 

1.35669 

645 

1 

4.84013 

1.38701 

623 

Total 

4.64109 

1-38502 

_ i2sa_ 

Tests  of  Between-Subjects  Effects 
Dependent  Variable:  Overall  Sat  Tx  Team 


Type  III  Sum 
of  Squares 

Source 

df 

Mean  Square 

F 

Siq. 

Corrected  Model 

134.980^ 

7 

19.283 

10.584 

.000 

Intercept 

9596.071 

1 

9596.071 

5267.308 

.000 

NURSE 

19.863 

1 

19.863 

10.903 

.001 

MED  TECH 

3.429 

1 

3.429 

1.882 

.170 

ADM_TECH 

5.376 

1 

5.376 

2.951 

.086 

NURSE  *  MED_TECH 

3.108 

1 

3.108 

1.706 

.192 

NURSE  *  ADM_TECH 

.952 

1 

.952 

.522 

.470 

MED  TECH  * 

ADM  TECH 

4.076 

1 

4.076 

2.237 

.135 

NURSE  *  MED  TECH  * 
ADM_TECH 

1.710 

1 

1.710 

.938 

.333 

Error 

2295.489 

1260 

1.822 

Total 

29742.810 

1268 

Corrected  Total 

_ 2430.A62-. 

_ 12SZ_ 

a.  R  Squared  =  .056  (Adjusted  R  Squared  =  .050) 
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Appendix  Q 

SPSS  Output  -  The  Effect  of  Medical  Technician,  Administrative  Technician  and 
Nurse  Support  on  Overall  Physician  Satisfaction  with  the  Treatment  Team 


UNIANOVA 

tx_team  BY  nurse  med_tech  aclm_tech 
/METHOD  =  SSTYPEO) 

/INTERCEPT  =  INCLUDE 
/PRINT  =  DESCRIPTIVE 
/CRITERIA  =  ALPHA (.05) 

/DESIGN  =  nurse  med_tech  adin_tech  nurse *med_tech  nurse*adin_tech  med_tech 
*adm_tech  nurse*nied_tech*adm_tech  . 

Univariate  Anaiysis  of  Variance 


Between-Subjects  Factors 


Page  1 


Tests  of  Between-Subjects  Effects 
Dependent  Variable;  Overall  Sat  Tx  Team 


Source 

Type  III  Sum 
of  Squares 

df 

Mean  Square 

F 

Sig. 

Corrected  Model 

73.346® 

7 

10.478 

8.944 

.000 

Intercept 

2019.204 

1 

2019.204 

1723.564 

.000 

NURSE 

1.464 

1 

1.464 

1.250 

.265 

MED  TECH 

4.351 

1 

4.351 

3.714 

.055 

ADM_TECH 

3.708 

1 

3.708 

3.165 

.076 

NURSE ‘MED_TECH 

1.937 

1 

1.937 

1.653 

.200 

NURSE* ADM  TECH 

.312 

1 

.312 

.267 

.606 

MED  TECH  * 

ADM“TECH 

2.326 

1 

2.326 

1.986 

.160 

NURSE* MED  TECH* 
ADM_TECH 

3.562 

1 

3.562 

3.041 

.082 

Error 

317.484 

271 

1.172 

Total 

5646.310 

279 

Corrected  Total 

390  830 

_ 2za_ 

a.  R  Squared  =  .188  (Adjusted  R  Squared  =  .167) 


